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Overview 
Distressing auditory verbal hallucinations (AVH) can cause suffering and 
significant impairment. This thesis focuses on psychological interventions for AVH 
and is presented in three parts. 
Part I is a qualitative and quantitative review on the effects group therapy has 
on AVH. Twenty studies met inclusion criteria. The findings taken as a whole are 
mixed. There is not strong evidence to suggest that group therapy is effective in 
reducing AVH symptoms but there are more promising findings for group 
approaches in targeting AVH beliefs and distress. 
Part II aimed to map relating behaviours observed between participants and 
their created avatars (visual representation of their persecutory voice) in the context 
of AVATAR therapy dialogue. A coding frame was developed to enable a fine-
grained analysis of the therapy. The findings do indicate that relating behaviours 
between participants and avatars change over the course of therapy. The results also 
provide an insight into the specific therapeutic techniques delivered within 
AVATAR therapy dialogue.  
Part III is a critical appraisal of the methodological developments presented 
in the empirical paper. It explores the rationale behind analysing complex 
psychological interventions and offers an account of the methodological, conceptual 
and practical issues faced when developing a coding frame.  
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Abstract 
Aims: 
Evidence for group therapy for auditory verbal hallucinations (AVH) has 
been mixed. This review aimed to update previous literature reviews and 
quantitatively evaluate the effectiveness of group therapy for AVH. 
Methods: 
A literature search was conducted using three literature databases. The 
inclusion criteria were as follows: 1) interventions were delivered in a group format; 
2) papers were in English and published in peer reviewed journals; 3) at least 75% of 
study sample had a diagnosis of schizophrenia or schizoaffective disorder; 4) the 
study included at least one specific AVH quantitative outcome measure.   
Results: 
Twenty studies met inclusion criteria, with 15 of these defined as AVH 
specific. A meta-analysis of six studies produced a non-significant small pooled 
effect size (-0.06, 95% CI [- 0.26 – 0.14]). The qualitative review indicated more 
encouraging findings on the effect AVH specific groups have on reducing distress, 
challenging beliefs about voices and modifying certain aspects of the voice-hearer 
relationship.  
Conclusion: 
Findings from group therapies which target voice related distress are more 
encouraging than those which aim to reduce symptoms. However, these findings 
need to be replicated in larger, more methodological rigorous trials before more 
definitive conclusions on the effects group therapy has on AVH can be drawn. 
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Introduction 
 
Auditory verbal hallucinations (AVH), also referred to as voices, occur 
frequently among individuals with psychosis. They are commonly associated with 
distress, reduced quality of life and increased risk of suicide (Shergill, Murray, & 
McGuire, 1998). Voices are particularly treatment resistant, with one in four people 
with schizophrenia failing to respond adequately to antipsychotic medication (Kane, 
1996). Given high attrition rates (Lieberman et al., 2005) and well documented side-
effects of pharmacology (Hirsch et al., 2017), alternative/augmentative treatments 
have and continue to be sought. With respect to psychological treatments, in the UK 
the National Institute for Health and Care Excellence (NICE, 2014) recommend 
cognitive behavioural therapy (CBT) for individuals with a psychotic disorder.  
The Evidence for CBT 
CBT for psychosis largely works at the meaning level in that appraisals of 
psychotic experiences are targeted to reduce distress and improve functioning 
(Thomas et al., 2014). Published meta-analyses have consistently evidenced small to 
moderate pooled effect sizes for the benefits of CBT for psychosis (Burns, Erickson, 
& Brenner, 2014; Hazell, Hayward, Cavanagh, & Strauss, 2016; Jauhar et al., 2014; 
Wykes, Steel, Everitt, & Tarrier, 2008; Zimmermann, Favrod, Trieu, & Pomini, 
2005). Although demonstrating efficacy, these modest effect sizes may in part be due 
to the choice of assessment outcomes selected in trials (Steel et al., 2007). The 
majority of included studies typically use symptom based measurements such as the 
positive and negative syndrome scale (PANSS; Kay, Opler, & Fiszbein, 1987) better 
suited to pharmacology trials. Therefore, the reappraisal of symptoms and a 
reduction in distress, targeted areas of CBT, are likely to be missed when symptom-
specific measures are used (Birchwood & Trower, 2006). In addition, interventions 
13 
 
with a broad focus (e.g., targeting hallucinations and delusions) result in sample 
heterogeneity potentially further limiting treatment efficacy (Thomas et al., 2014).  
Indeed there has been calls for a more symptom-specific orientated approach in the 
understanding and treatment of psychosis (Freeman & Garety, 2014). The benefits of 
this approach include sample homogeneity (Ruddle, Mason, & Wykes, 2011) and a 
greater proportion of time spent on the treatment target (Thomas et al., 2014). 
Evidence for CBT interventions which specify a single treatment target are 
promising. In Jauhar et al. (2014) meta-analyses, the effect size of CBT for positive 
symptoms was 0.25, compared to the larger effect size of 0.34 found in the 
hallucination specific studies. Van der Gaag and Valmaggia (2014) report similar 
findings. They pooled data from 11 studies of CBT for AVH, delivered individually 
and in groups, and report an overall effect size of 0.44.   
Group Therapy 
There has been a growing interest in group therapy for individuals with 
schizophrenia and the potential benefits they may hold over individual based 
treatments (Orfanos, Banks, & Priebe, 2015). Given recommendations that 
psychological therapies should be offered to people with schizophrenia, group 
therapy may prove cost-effective in that they increase clinical capacity (Ruddle et al., 
2011). This is of importance considering that approximately only 10% of individuals 
with schizophrenia receive CBT (Schizophrenia Commission, 2012). Furthermore, 
group therapy may improve social functioning and increase individual’s social 
contact in a population found to have depleted social networks (Gayer-Anderson & 
Morgan, 2013). There are also several non-specific group processes such as the 
instillation of hope, interpersonal learning and group cohesiveness which have been 
proposed as potential mechanisms of change (Yalom & Leszcz, 2005).  
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Meta-analytic reviews have provided support for group therapy in clinical 
settings. Orfanos et al. (2015) conclude that group therapy – irrespective of approach 
– can improve negative symptoms and social functioning in individuals with 
schizophrenia. In addition, two further reviews (Hazell et al., 2016; Wykes et al., 
2008) found that CBT delivered in a group setting did not moderate psychosis 
outcomes.  
AVH Groups 
Group therapy may hold several advantages over individual treatment in 
targeting AVH. Voice hearing is a stigmatised phenomenon often leading to 
increased isolation (Ruddle et al., 2011). However, AVH groups can provide a sense 
of ‘universality’ (Yalom & Leszcz, 2005) in that members can discuss and compare 
similar experiences reducing isolation. Symptom-specific groups also allow an 
opportunity for the shared testing of symptom-specific negative beliefs (e.g., ‘I am 
being punished’, ‘I must be mad’) and the sharing of tailored coping mechanisms 
(Ruddle et al., 2011).  
The hearing voice network (Romme & Escher, 1989) is one forum providing 
a reduction in stigma and isolation for voice-hearing individuals (Oakland & Berry, 
2015). Groups are peer-led and members report to value the connectivity and the safe 
environment they provide (Payne, Allen, & Lavender, 2017). Qualitative feedback 
has been positive (Dos Santos & Beavan, 2015), although the nature of such groups 
(e.g., open format, diverse ways of measuring recovery, varied interventions) have 
made it difficult for more formal quantitative evaluations (Beaven, de Jager, & dos 
Santos, 2017).  
Group therapy for AVH have increasingly been applied within in clinical 
settings (Ruddle et al., 2011). These have predominantly been CBT informed groups 
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but there has been an emergence of more ‘third wave’ based approaches. CBT and 
third wave approaches, such as mindfulness based interventions, share a 
commonality in that symptom reduction is not a targeted aim (Chadwick, 2014). 
CBT interventions for voices typically target beliefs such as perceived AVH power 
and omnipotence (Birchwood, Meaden, Trower, Gilbert, & Plaistow, 2000), whereas 
mindfulness approaches focus less on belief change and more on acceptance of the 
voice hearing experience (Thomas et al., 2014). Rather than trying to avoid psychotic 
experiences, the approach encourages acceptance in order to reduce the likelihood of 
individuals getting caught up in a struggle with them (Strauss, Thomas, & Hayward, 
2015). Mindfulness based interventions have been proposed to be of potential benefit 
to people with psychosis given that distressing experiences (i.e., AVH) often have a 
chronic course (Louise, Fitzpatrick, Strauss, Rossell, & Thomas, 2017). Reflecting a 
growing interest in mindfulness based interventions, two articles have reviewed its 
efficacy in improving AVH. Strauss et al. (2015), in their qualitative review, 
conclude that the mindfulness groups are acceptable for people with distressing 
voices but evidence for effectiveness is lacking. However, a recent quantitative 
analysis (Louise et al., 2017) did find a moderate and significant effect of the 
approach on general psychotic symptoms.  
A qualitative review (Ruddle et al., 2011) provided mixed support for group 
therapy for AVH. Group approaches proved popular to members but there was 
limited support to justify their inclusion in clinical settings (Ruddle et al., 2011). 
Mindfulness groups had no clinical benefits and CBT groups showed some 
encouraging findings but results from controlled trials were less promising. A 
limitation of that review was that there was no quantitative examination of studies 
and a recommendation from that paper was that there may be value in including 
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diagnostic specific voice groups (Ruddle et al., 2011). Although AVH 
phenomenology appear similar across differing psychiatric disorders (Waters & 
Fernyhough, 2017), other factors may reduce likelihood of success in open groups. 
For example, emotional dysregulation and higher suspiciousness in individuals with 
borderline personality (Tschoeke, Steinert, Flammer, & Uhlmann, 2014) may impede 
participation. In addition, some AVH have distinct underlining origins such as in 
certain substance misuse populations (Mitchell & Vierkant, 1991). Therefore, the 
question of whether group therapy for AVH is more effective within a homogenous 
sample remains. 
Review Aims 
To date, the evidence for group therapy on AVH has been mixed (Ruddle et 
al., 2011). However, there has recently been an expansion in psychological 
interventions which may lend itself better to group formats such as mindfulness 
based approaches (Thomas et al., 2014). These ‘third-wave’ approaches have shown 
promise (Louise et al., 2017). To our knowledge there has been no meta-analysis 
conducted assessing the efficacy of group therapy – across therapeutic approaches – 
on AVH specific outcomes.  
The current review therefore had two aims:  
1) to update previous literature reviews and provide a synthesis of the 
current evidence base of group therapy for AVH within a diagnostic 
specific sample;  
2) and evaluate the effectiveness of group therapy for AVH using a meta-
analytic technique. 
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Methodology 
Literature Search 
The Preferred Reporting Items for Systematic Reviews and Meta-Analyses 
(PRISMA) guidelines were followed (Moher et al., 2009). A literature search was 
conducted using three literature databases: MEDLINE, PsycINFO and Web of 
Science (WoS). All searches were conducted up to the end of December 2016. Each 
database was searched using the following terms (and Boolean operators): Group OR 
Group therap* OR group based therap* OR group psycho* (title) AND Auditory 
verbal hallucinations OR AVH OR auditory hallucinations OR voices OR positive 
symptoms OR psychosis OR schizo* OR hallucinations.  
In addition, a hand search of relevant reviews and meta-analyses was carried 
out (Hazell et al., 2016; Jauhar et al., 2014; Orfanos et al., 2015; Ruddle et al., 2011; 
van der Gaag et al., 2014). This search resulted in an extra four articles for review. 
Please refer to Figure 1 for search strategy. 
Inclusion Criteria 
Studies were included if: 1) interventions were delivered in a group format; 
2) papers were in English and published in peer reviewed journals; 3) at least 75% of 
the study sample had a diagnosis of schizophrenia or schizoaffective disorder, 
according to ICD (World Health Organisation, 1992) or DSM (American Psychiatric 
Association, 2000) criteria; 4) the study included at least one specific AVH 
quantitative outcome measure.   
Exclusion Criteria 
Articles were excluded if: 1) papers did not provide diagnostic information; 
2) had no specific AVH quantitative outcome measure (e.g., only report totalled 
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PANSS scores); 3) participants were receiving another form of psychological therapy 
alongside group intervention. 
Figure 1: PRISMA diagram illustrating search strategy 
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Additional records identified 
through other sources 
(n = 4). 
Records after duplicates removed 
(n = 4,019). 
Records screened by title 
and abstract 
(n = 4,019). 
 
 
Records excluded 
(n = 3,954). 
Full-text articles assessed 
for eligibility 
(n = 65). 
Full-text articles excluded, 
with reasons 
(n = 45): No specific AVH 
outcomes (n=26); Protocol 
paper (n=3); Review 
(n=2); Author commentary 
(n=3); Book chapter (n=1); 
Participant sample (n=4); 
Incomplete outcome data 
(n=1); Receiving other 
intervention (n=1); 
Qualitative design (n=3); 
No quantitative outcome 
(n=1). 
 
Studies included in 
qualitative synthesis 
(n = 14). 
Studies included in 
quantitative synthesis 
(meta-analysis) 
(n = 6). 
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Study Extraction 
All generated papers (n = 4,019) were screened at the title and abstract level. 
Sixty-five papers were then read and either included or excluded based on the criteria 
described above. Please see Appendix 1 for a reference list of excluded papers.  
Quality Assessment 
Included studies were assessed using the clinical trials assessment measure 
(CTAM; Tarrier & Wykes, 2004). The CTAM rates interventions across six areas of 
trial design: sample, allocation, assessment, control groups, analysis and active 
treatment. The maximum score a trial can receive is 100. Scores of 65 or above are 
suggestive of adequate methodology (Wykes et al., 2008). All trials included in this 
review were rated by the first author. 
Meta-Analysis Procedure  
The meta-analysis was conducted using Review Manager 5 (Version 5.3. 
Copenhagen: The Nordic Cochrane Centre, The Cochrane Collaboration, 2014). Trials 
were included in the meta-analysis if they met the above-mentioned inclusion criteria and 
randomly allocated participants to either arm of the study. Post treatment data was 
selected to assess interventions. Mean and standard deviations derived from published 
trials were used to compute effect sizes. All trials used the same outcome measure - 
hallucination scale of the Psychotic Symptom Rating Scale (PSYRATS-AH; 
Haddock, McCarron, Tarrier, & Faragher, 1999). 
A random effects model was selected as in accordance with recommendations 
made by Field and Gillett (2010). Although all included studies used the same 
outcome measure, we followed the consensus that the standardised mean difference 
(SMD) is more interpretable than the mean difference (Takeshima et al., 2014). We 
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therefore opted to present the SMD statistic, with <0 favouring the treatment 
condition.  
Six studies met criteria for inclusion in the meta-analysis. Two trials included 
in the meta-analysis warrant careful evaluation. One study reported change from 
baseline scores (Chadwick, Hughes, Russell, Russell, & Dagnan, 2009). Authors 
were contacted but final measurement outcomes were unobtainable. One study 
reported non-full scale data (McLeod, Morris, Birchwood, & Dovey, 2007). Authors 
were contacted but we were unable to retrieve full-scale scores. Effect sizes for this 
study was therefore calculated by summing the two items (frequency, distress) 
together (Jauhar et al., 2014).  
Sensitivity Analysis 
Sensitivity analysis using a one-study-removed method were conducted to 
assess the influence of two trials on overall pooled effect sizes. The first sensitivity 
analysis was carried out to examine the effects of potential bias of selective reporting 
(McLeod et al., 2007). Next the removal of the non-specific AVH intervention 
(Moritz et al., 2013) was expected to increase the overall effect-size. 
Heterogeneity  
Heterogeneity was assessed using the statistical significance of Q and the 
I2statistic. An approximate estimate to interpreting the I2 is when 0%, 25%, 50%, 
75%; no, low, moderate and high heterogeneity is assumed (Higgins, Thompson, 
Deeks, & Altman, 2003).  
Publication Bias  
Due to the small number of studies included in the meta-analysis funnel plots 
were not produced to examine publication bias (Higgins & Green, 2011). 
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Results 
Interventions that specified AVH as the treatment target were defined as 
AVH specific. Broader treatments such as those which aimed to reduce overall 
psychotic symptomatology were considered non-AVH specific.  
The results presented below are separated by AVH specific interventions and 
non-AVH specific interventions. The assessment of efficacy is then separated into a 
qualitative review (n = 14) and meta-analytic review (n = 6).  
Characteristics of Included Studies  
Fifteen articles reported outcomes from AVH specific interventions 
(Buccheri et al., 2004; Buccheri, Trygstad, & Dowling, 2007; Chadwick, Sambrooke, 
Rasch, & Davies, 2000; Chadwick, Hughes, Russell, Russell, & Dagnan, 2009; 
Chadwick et al., 2016; Dannahy et al., 2011; McLeod et al., 2007; Penn et al., 2009; 
Pinkham, Gloege, Flanagan, & Penn, 2005; Ruddle et al., 2014; Trygstad et al., 
2002; Mortan, Sutcu, & Kose, 2011; Wykes et al., 2005; Wykes, Parr, & Landau, 
1999; Zanello, Mohr, Merlo, Huguelet, & Rey-Bellet, 2014). Five papers described 
non-AVH specific interventions (Chung, Yoon, Park, Yang, & Oh, 2013; Gledhill, 
Lobban, & Sellwood, 1998; Lecomte, Leclerc, & Wykes, 2012; Moritz et al., 2011; 
Moritz et al., 2013).  
Studies were predominately conducted in the UK (n = 9) and North America 
(n = 6). Six were undertaken since 2012. The average quality score of the included 
studies (Table 1) was 40 out of 100 (range 16-86). Only four trials are considered 
methodologically adequate (score of > 65 on the CTAM; Wykes et al., 2008). There 
were seven randomised controlled trials (RCT), six of which were included in the 
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meta-analysis. Low CTAM scores reflect the predominance of uncontrolled designs, 
unblinded assessments and the use of convenience sampling (i.e., clinic attenders).  
Table 1: Quality assessment of included studies  
Note. * = Study included in the meta-analysis. RCT = Randomised controlled trials. CTAM = Clinical 
Trials Assessment Measure. 
Scales that measure symptom reduction were most common and the majority 
of trials used summed scores to assess efficacy. Included symptom measures were: 
the PSYRATS-AH (Haddock et al., 1999); Brief Psychiatric Rating Scale – Auditory 
Hallucinations (BPRS-AH; Ventura, Green, Shaner, & Liberman, 1993); 
Characteristics of Auditory Hallucinations (CAHQ; Trygstad et al., 2002); 
Characteristics of Auditory Hallucinations – Expanded Version (CAHQ-EV; 
Buccheri, Trygstad, & Dowling, 2007); Topography of Voices Rating Scale (TVRS; 
Hustig & Hafner, 1990); and the Psychiatric  Assessment Scale (PAS; Krawiecka, 
Goldberg, & Vaughan, 1977).  
Study. Year, country. Design Blind 
Assessments 
CTAM 
Score  
Penn et al. (2009), USA.* RCT Yes 86 
Moritz et al. (2013), Germany.* RCT Yes 82 
Chadwick et al. (2016), UK.* RCT Yes 81 
Wykes et al. (2005), UK.* RCT Yes 73 
Moritz et al. (2011), Germany. RCT Yes 61 
Lecomte et al. (2012), Canada.  Follow up Yes 52 
Chadwick et al. (2009), UK.* RCT No 46 
Dannahy et al. (2011), UK. Pre-post  No 40 
Wykes et al. (1999), UK. Non-randomised No 39 
McLeod et al. (2007), UK.* RCT No 35 
Zanello et al. (2014), Switzerland. Pre-post  No 33 
Chadwick et al. (2000), UK. 
Ruddle et al. (2014), UK. 
Pre-post 
Case series 
No 
No 
29 
28 
Mortan et al. (2011), Turkey. Non-randomised No 25 
Pinkham et al. (2005), USA. Pre-post No 19 
Chung et al. (2013), Korea. Pre-post No 19 
Trygstad et al. (2002), USA. Pre-post No 19 
Buccheri et al. (2004), USA. Follow up No 19 
Buccheri et al. (2007), USA. Pre-post No 19 
Gledhill. et al (1998), UK. Pre-post No 16 
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More in line with the aims of psychological therapies for psychosis were the 
selection of outcomes which assessed change in beliefs and relating with voices. 
Included questionnaires were: Beliefs About Voices Questionnaire (BAVQ; 
Chadwick & Birchwood, 1995); Beliefs About Voices Questionnaire – Coping 
Strategies (BAVC; Chadwick & Birchwood, 1995); Beliefs About Voices 
Questionnaire – Revised (BAVQ-R; Chadwick, Lees, & Birchwood, 2000); and the 
Voice and You scale (VAY; Hayward, Denney, Vaughan, & Fowler, 2008). 
Three studies (Chadwick et al., 2000; Dannahy et al., 2011; Ruddle et al., 
2014) used idiosyncratic measures to rate subjective experiences in AVH beliefs, 
distress and control.   
Participant Characteristics  
Across all 20 studies, a total of 587 participants were recruited to a group 
intervention under review. Out of these, 97.7% had a diagnosis of either 
schizophrenia or schizoaffective disorder (as determined by ICD or DSM criteria). 
Details on how these diagnoses were established (i.e., though clinical interviews, 
chart reviews) were not available in most of the papers.   
AVH Specific Interventions  
Where articles provided demographic data the average age of participants 
was 41.6 years. All but one study (Dannahy et al., 2011) recruited more males than 
females. Regarding symptomatology, a chronic picture emerged with participants 
experiencing severe and chronic AVH, hearing voices for at least two years. Where 
baseline PSYRATS-AH total scores are reported (Chadwick et al., 2009; Chadwick 
et al., 2016; Penn et al., 2009; Pinkham et al., 2004; Wykes et al., 2005) the average 
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total score was 28.42 out of a possible 44. This is similar to other scores found in 
schizophrenia samples (e.g., Steel et al., 2007). 
Non-AVH Specific Interventions  
The average age of participants was 32.42 years, with more males than 
females recruited.  Two (Chung et al., 2013; Lecomte et al., 2012) of the five non-
AVH specific interventions were conducted within an early onset psychosis setting 
aimed at improving clinical status and obtaining personal goals. Less detail on AVH 
symptomology is provided across the non-AVH specific interventions. Where 
baseline PSYRATS-AH total scores are reported (Chung et al., 2013; Moritz et al., 
2011; Moritz et al., 2013) the average total score was 4.63, representing a low 
symptom profile.  
Intervention Characteristics  
Details of the 20 included group interventions are provided in Table 2. Group 
interventions can be clustered into four broad interventions: CBT approaches, 
mindfulness based cognitive therapy interventions (MI), behavioural management 
strategies (BM) and metacognitive training (MCT). Group interventions were 
typically low-intensity, with only two groups (Lecomte et al., 2012; Pinkham et al., 
2005) providing more than 16 sessions. 
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Table 2: Intervention characteristics 
 
 
 Study Intervention 
approach and 
aim 
Description of intervention Number 
of 
sessions 
Number 
of weeks 
Therapy 
dropout 
n (%) 
A
V
H
 S
p
ec
if
ic
 i
n
te
rv
en
ti
o
n
s 
 
Wykes et al. 
(1999). 
CBT. Reduce 
AVH symptoms 
and increase 
insight.  
Manual based CBT intervention with each session having a different aim. These 
were: sharing information about AVH; exploring models of psychosis; exploring 
beliefs about AVH; developing effective coping strategies; improving self-
esteem; developing an overall model of coping with AVH. 
6 6 NR 
Wykes et al. 
(2005).* 
CBT. Reduce 
AVH symptoms. 
Followed Wykes et al. (1999) manual (see above). 6  6 NR 
Pinkham et al. 
(2005). 
CBT. Reduce 
AVH symptoms 
among inpatients. 
Two groups:  
Group 1 = Followed the Wykes et al. (1999) manual (see above).  
Group 2 = Followed expanded version of the Wykes et al. (1999) manual (see 
above). The main change was that more time was spent on difficult topics (e.g., 
stigma) and additional homework assigned. 
Group 1 
= 7  
Group 2 
= 20  
Group 1 
= 7 
 
Group 2 
= 10 
NR 
Penn et al. 
(2009).* 
 
 
CBT. Reduce 
AVH symptoms 
and dysfunctional 
beliefs about 
AVH. 
Modified Wykes et al. (1999) manual in the following way: emphasised coping 
skills rather than cognitive restructuring; deemphasised self-esteem work; 
expanded protocol to 12 sessions. 
12  12 6 (19%) 
Ruddle et al. 
(2014). 
CBT. Reduce 
AVH symptoms.  
Followed Wykes et al. (1999) manual (see above). Updated to include discussion 
on stigma. 
7 7 6 (29%) 
Zanello et al. 
(2014). 
CBT. Reduce 
AVH symptoms 
and dysfunctional 
beliefs about 
AVH.  
Followed Wykes et al. (1999) manual (see above). 7  7 15 (39%) 
Chadwick et 
al. (2000). 
CBT. Challenge 
beliefs about 
AVH. 
Manual based intervention which included: exploration of group members’ 
experiences (i.e., when AVH first begun); Socratic dialogue aimed to weaken 
omnipotence and control beliefs; and AVH as internally generated.  
8  8  3 (14%) 
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Study Intervention 
approach and 
aim 
Description of intervention Number 
of 
sessions 
Number 
of weeks 
Therapy 
dropout 
n (%) 
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V
H
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n
s 
 
McLeod et al. 
(2007).* 
CBT. Increase 
power and control 
over AVH. 
Manual based intervention. First few sessions were designed to encourage 
engagement and promote group cohesion. Power and control of AVH were then 
examined and alternative explanations for AVH explored. Towards the end of 
therapy, focus turned to developing coping strategies. 
8 8 0 
Mortan et al. 
(2011). 
CBT. Reduce 
AVH symptoms 
among inpatients. 
Manual based intervention which included: psychoeducation on AVH; developing 
coping strategies; behaviour experiments to enhance control over AVH; cognitive 
restructuring; and AVH as internally generated. 
9-10 5 1 (14%) 
Trygstad et al. 
(2002). 
BM. Reduce 
AVH symptoms. 
Manual based intervention. In each session, members are taught and practice one 
behavioural strategy. These include: self-monitoring, talking with someone, 
listening to music, watching TV, ignoring AVH, relaxation techniques, and not 
talking alcohol/drugs. 
10 10 NR 
Buccheri et al. 
(2004). 
BM. Reduce 
AVH symptoms. 
Followed Trygstad et al. (2002) manual (see above). 10 10 NR 
Buccheri et al. 
(2007). 
BM. Reduce 
command AVH. 
Followed Trygstad et al. (2002) manual (see above). 10 10 NR 
Chadwick et 
al.(2009).* 
MI. Improve well-
being, AVH 
distress, perceived 
AVH control and 
relationship with 
AVH. 
 
Manual based intervention. Sessions comprised two (10 minutes) guided 
mindfulness practice exercises to facilitate acceptance of AVH. This was 
followed by reflective group discussion aimed at facilitating understanding and 
metacognitive understanding. Discussion used guided discovery to encourage 
participation rather than didactic teaching. 
10 
 
5 2 (18%) 
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Dannahy et al. 
(2011). 
MI. Improve well-
being, AVH 
distress, perceived 
AVH control and 
relationship with 
AVH. 
Manual based intervention which included: exploration of group members’ 
experiences (i.e., when AVH first begun); acceptance of hearing AVH in a way 
that reduces distress and allows self-acceptance; Socratic dialogue and 
behavioural experiments aimed to weaken omnipotence and control beliefs. 
Acceptance of hearing AVH was supported through mindfulness practice.  
8-12  9-12 12 (19%) 
Chadwick et 
al. (2016).* 
MI. Improve well-
being, AVH 
distress, perceived 
AVH control and 
relationship with 
AVH. 
As outlined in Dannahy et al. (2011; see above). 12 12 15 (28%; did 
not attend at 
least 8 
sessions = 
‘non-
completers’) 
N
o
n
-s
p
ec
if
ic
 
Gledhill. et al 
(1998), UK. 
CBT. To improve 
persistent positive 
symptoms. 
Increase self-
esteem, control 
over experiences 
and knowledge.  
First four sessions focused on engagement, setting goals and addressing issues 
around stigma. In the final four sessions, focus was on coping strategies with 
detailed assessment of the symptom along with specific antecedent/consequences. 
A symptom formulation (e.g., AVH as internally generated) was also introduced 
into group discussion.  
8 
 
8 1 (20%) 
Lecomte et al. 
(2012), 
Canada. 
CBT. To improve 
symptoms in early 
psychosis.  
Manual based intervention which is built in four parts: stress – how it affects me; 
testing hypotheses and looking for alternatives; drugs, alcohol, and how I feel; 
and coping and competence. Manual follows positive approach (rather than 
problem based) with specific emphasis on reaching personal goals etc1. 
24 12 6 (12%)1 
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Note. *=Included in the meta-analysis. CBT = Cognitive behavioural therapy. MI = Mindfulness based cognitive therapy. BM = Behavioural management. MCT = 
Metacognitive training. NR = Not reported. 1 = Detailed in Lecomte et al. (2008).
(c
o
n
t.
) Study Intervention 
approach and 
aim 
Description of intervention Number 
of 
sessions 
Number 
of weeks 
Therapy 
dropout 
n (%) 
 
Chung et al. 
(2013), Korea. 
CBT. To improve 
positive 
symptoms in early 
psychosis.  
Manual based intervention which included: enhancing emotional flexibility; 
enhancing thought flexibility; enhancing personality flexibility; and changing life 
direction.  
12 12 NR 
N
o
n
-s
p
ec
if
ic
 
 
Moritz et al. 
(2011), Ger. 
MCT. Target 
cognitive biases 
putatively 
involved in the 
pathogenesis of 
schizophrenia.  
Manual based intervention which targets delusion-relevant cognitive biases: 
dysfunctional attributions; jumping to conclusions; belief inflexibility; deficits in 
social cognition; overconfidence in errors; and emotional problems.  
8 8 0 
Moritz et al. 
(2013), Ger.* 
MCT. Target 
cognitive biases 
putatively 
involved in the 
pathogenesis of 
schizophrenia. 
As outlined in Moritz et al. (2011; see above). 
 
 
 
 
8 8 NR 
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AVH Specific Interventions  
Nine AVH specific interventions were CBT based (Chadwick et al., 2000; 
McLeod et al., 2007; Mortan et al, 2011; Pinkham et al., 2005; Penn et al., 2009; 
Ruddle et al., 2014; Wykes et al., 1999; Wykes et al., 2005; Zanello et al., 2014). 
Consistent with cognitive models of psychosis, the CBT programmes typically aimed 
to challenge dysfunctional beliefs about AVH. The groups provided information on 
voice hearing and explored models of hallucinations (e.g., identifying maintaining 
factors). Time was also spent on developing effective coping strategies and 
increasing self-esteem.  
Three studies (Chadwick et al., 2009; Chadwick et al., 2016; Dannahy et al., 
2011) emphasised acceptance of voice hearing through in-session mindfulness 
practice. During mindfulness practice participants were guided to attend to voices 
and to become aware of habitual unhelpful coping strategies (e.g., avoidance) and the 
role they play in perpetuating distress.  
Three papers described a BM approach. The protocol included the 
development of behavioural strategies (e.g., talking with someone, watching TV, 
ignoring voices) to decrease distress in voice hearing. In two of these studies 
(Buccheri et al., 2004; Trygstad et al., 2002) BM strategies were taught to 
participants in order to improve symptom management. The same approach was later 
used to reduce prevalence of command AVH (Buccheri et al., 2004).   
Non-AVH Specific Interventions  
Three papers detail CBT interventions. Gledhill et al. (1998) provided eight 
weekly sessions with the aim of developing self-esteem and increasing control and 
awareness of positive symptoms. Participants received 24 sessions of group CBT in 
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Lecomte et al. (2012). The approach incorporated key principles of CBT but tailored 
these for individuals with early psychosis. It placed emphasis on reaching personal 
goals. Similarly, Chung et al. (2013) trialled a 12-week programme with emphasis 
placed on obtaining personal goals. It also aimed to enhance emotional, cognitive 
and personality flexibility. 
Two MCT programmes (Moritz et al., 2011; Moritz et al., 2013) targeted 
cognitive biases in the putative maintenance of positive symptoms. The intervention 
focused on increasing participant knowledge about cognitive distortions (e.g., 
jumping to conclusions) and the effect these biases have on psychotic symptoms. 
Acceptability  
The acceptability of groups under review were measured by reported 
treatment dropout rates, a feasible proxy for satisfaction (Strauss et al., 2015).   
AVH Specific Interventions  
Nine papers provided data on intervention dropout rates (Chadwick et al., 
2000; Chadwick et al., 2009; Chadwick et al., 2016; Dannahy et al., 2011; McLeod 
et al., 2007; Mortan et al., 2011; Penn et al., 2009; Ruddle et al., 2014; Zanello et al., 
2014). Average group treatment dropout was 20% (range 0 – 39%; median 19%), 
suggesting that group therapy was acceptable. Dropout rates for the BM 
interventions are not reported. McLeod et al. (2007) was the only AVH specific 
intervention to report no dropouts. In this study, participants were offered the option 
of when the group should run suggesting that enhanced collaboration with potential 
members may improve attrition rates.  
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When group intervention was compared against a non-symptom specific 
therapy (supportive counselling in Penn et al., 2009) there was no significant 
difference between group dropout. 
Non-AVH Specific Interventions  
Three articles provide data on treatment drop out. One person refused group 
therapy (out of five) in Gledhill et al. (1998) intervention. Six individuals (out of 48) 
did not complete CBT group therapy in Lecomte et al. (2012; as detailed in Lecomte 
et al., 2008). Dropout rates were lower in the CBT group than the skills management 
group (as detailed in Lecomte et al., 2008), indicating that CBT groups proved more 
tolerable and appealing to individuals with early onset psychosis.  
All 18 participants completed MCT in Mortiz et al., (2011). Treatment 
dropout in Moritz et al., (2013) is not reported. However, individuals allocated to the 
MCT group attended more sessions than those in the active individualised 
comparison arm of the trial. MCT seems a tolerable form of group therapy among 
remitted patients.  
Efficacy 
Qualitative Synthesis 
There were 14 studies included in the qualitative synthesis. Table 3 provides 
study details and results. 
AVH Specific Interventions 
Evidence for CBT group therapy on AVH symptom reduction is mixed. Two 
uncontrolled trials (Chadwick et al., 2000; Pinkham et al., 2005) failed to show 
significant improvements on AVH symptoms following intervention. Zanello et al. 
(2014) study did find improvements on an AVH item (from the BPRS-AVH) but 
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statistical significance did not survive Bonferroni corrections. Despite this more 
positive finding there was no control group and dropout rates were high in that study. 
Wykes et al. (1999) assessed a CBT intervention against a wait list control and found 
that improvements in AVH symptoms in the CBT group approached significance. 
Individuals also increased their repertoire of coping strategies following therapy 
termination. Mortan et al. (2011) CBT group with inpatients found significant 
reduction in AVH symptoms following treatment, which was maintained at one year 
follow up. However, this study was methodologically limited and did not randomly 
allocate participants to treatment. 
A BM programme was more successful in improving AVH topography items 
as measured by the CAHQ. Trygstad at al. (2002) found significant improvements on 
six out of the seven topography items (including the distress item). Buccheri et al. 
(2004) followed these participants up at three-month intervals. At one year follow 
up, four of the six AVH topography items remained significant. The findings suggest 
that for improvements to be sustained ongoing intervention may be necessary 
(Ruddle et al., 2011). The same intervention was also used for command 
hallucinations. This article (Buccheri et al., 2007) provides descriptive data to 
suggest that the intervention reduced prevalence of command hallucinations. A 
limitation of the collection of these findings is that a control group is not provided 
and therefore positive changes may have occurred outside group therapy.   
A key aspect of CBT for voices is to weaken perceived voice omnipotence 
and increase hearer control (Birchwood et al., 2000). This was achieved in three 
studies (Chadwick et al., 2000; Dannahy et al., 2011; Pinkham et al., 2005). Two 
papers provide evidence that beliefs about voices may mediate voice related distress. 
Wykes et al. (1999) report a significant association between an increase in hearer 
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power and reduced hearer distress. Similarly, Ruddle et al. (2014) found that change 
in negative beliefs about AVH were closely associated with changes in distress. 
However, the authors of the latter study do acknowledge that the reverse may have 
occurred and caution against definitive conclusions in the absence of mediation 
analysis. Zanello et al. (2014) CBT group failed to find any changes in voice beliefs 
but this was a secondary aim of their group.  
One aim of MI approaches is to support individuals change their relationship 
with their voices (Strauss et al., 2015).  This was partially achieved in Dannahy et al. 
(2011) where hearer dependence improved. However, there were no benefits on 
hearer distance, voice dominance and intrusiveness. These findings are not entirely 
surprising given that mindfulness practice encourages engagement with voices. 
Finally, where distress items are provided (Dannahy et al., 2011; Ruddle et 
al., 2014; Trygstad et al. 2002) there is support for the use of group therapy. 
However, caution is required. A reduction in distress was not sustained at follow up 
in one study (Buccheri et al., 2004). Furthermore, the use of non-standardised 
assessments (Dannahy et al., 2011; Ruddle et al., 2014) and the limitation that the 
CAHQ (developed by Trygstad et al., 2002) is yet to be psychometrically examined, 
means that the findings are at major risk from bias (Marshall et al., 2000). 
Evidence for group therapy for AVH remains inconclusive. There is little 
evidence to support the use of CBT informed groups in reducing overall AVH 
symptoms. There is more promising evidence for the use of group therapy across 
approaches on reducing distress, challenging beliefs about voices and modifying 
certain aspects of the voice-hearing relationship. However, without a control group it 
is difficult to attribute improvements to group therapy. Furthermore, issues with 
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assessments (unblinded and non-standardised measures) caution against definitive 
conclusions.  
Non-AVH Specific Interventions 
AVH symptom reduction was not achieved in the non-AVH specific 
interventions. In Gledhill et al. (1998), treatment resulted in no change and in one 
case, worse AVH outcomes. Small intervention sample size (n = 4) makes it difficult 
to determine whether group therapy contributed to iatrogenic effects. Given low 
AVH symptom profiles in two studies (Chung et al., 2013; Moritz et al., 2011) floor 
effects may explain why changes in AVH symptoms were not observed.  
Lecomte et al. (2012) provide one year follow up data from a methodological 
robust randomised controlled trial (as detailed in Lecomte et al., 2008). Individuals 
who received group CBT showed a significant decrease in beliefs of voice 
malevolence and omnipotence at 12-month follow up. However, hallucinations 
increased between six and 12-month follow up, returning closer to baseline values. 
With high attrition rates (only 14 participants were followed up at 12-month out of a 
possible 48) it is difficult to determine whether any changes were due to intervention 
or the fluctuating nature of early psychosis (Addington & Addington, 2008). What it 
does provide is some support that CBT is successful in challenging beliefs about 
voices but not reducing overall symptoms.  
As expected, the non-specific interventions proved less successful in 
targeting AVH symptoms. This is unsurprising given the broad focus of interventions 
and that not all group members may have experienced AVH.  
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Table 3: Description of included studies in the qualitative analysis 
 
 Study. 
Year, 
country. 
Approach Participants Recruited sample 
description 
Setting AVH 
Outcomes 
Results 
n Age 
(SD) 
M 
% 
Scz 
% 
AVH 
% 
Duration 
of AVH 
AVH 
daily % 
   
A
V
H
 s
p
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n
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o
n
s 
 
 
Wykes et al. 
(1999),UK. # 
CBT 21 40 NR 100% 100% 14 years 
 
 
75% O  PSYRATS
-AH 
 BAVC 
 Difference on total PSYRATS-AH scores 
between group and wait-list~. Distress+ 
Increase in coping strategies+, although not 
maintained at follow up. Beliefs about power~. 
 
Chadwick et 
al. (2000), 
UK. 
CBT 22 NR NR 100% 100% >2 years NR O/I  TVRS 
 
 Belief 
Conviction
& 
 No change on total TVRS scores. 
 
 Reduction in conviction in beliefs about AVH 
omnipotence++and control ++. No change in 
beliefs about AVH personal meaning.  
Pinkham et 
al. (2005), 
USA. 
CBT 11 39.6 73
% 
100% 100% NR NR I  PSYRATS
-AH 
 BAVQ-R 
 Reduction in total PSYRATS-AH scores~. 
 
 Reduction in total BAVQ-R scores +.  
Mortan et al. 
(2011), 
Turkey. # 
CBT 7 44 100
% 
100% 100% NR NR I  SAPS-AH  Reduction in total SAPS-AH scores+ in CBT 
group, not in the control group.  
Ruddle et al. 
(2014), UK. 
CBT 21 NR NR 100% 100% NR NR O  PSYRATS
-AH^ 
 BAVQ-R 
 Change in beliefs about AVH malevolence and 
omnipotence correlated most frequently with a 
change in distress.  
Zanello et al. 
(2014), 
Swiz. 
CBT 38 4 (9) 58
% 
100% 100% 73%>15 
years 
 O  BPRS – 
AH 
 BAVQ-R 
 
 Change on hallucinatory item++ although did 
not remain significant after Bonferroni 
correction for multiple comparisons. 
 No change in any AVH beliefs. 
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Dannahy et 
al. (2011), 
UK. 
MI 62 41.1 
(9.2) 
35
% 
89% 100% 14.3 
 
100% O  VAY 
 
 Voice 
distress & 
control& 
 Change on VAY hearer dependence at 1-month 
follow up+. No change on other VAY items 
(i.e., intrusiveness, dominance, distance). 
 Change in AVH distress++ and control++. 
 
Trygstad et 
al. (2002), 
USA. 
BM 62 44.1 73
% 
100% 100% 20 100% O  CAHQ 
 
 
 Change on AVH topography items: 
frequency++, self-control+, clarity++, tone+, 
distractibility++, distress+. No change on 
loudness item. 
 
Buccheri et 
al. (2004), 
USA.% 
BM 62 44.1 NR 100% 100% 20 100% O  CAHQ 
 
 Change on AVH topography items maintained 
at 1-year follow up: frequency+, self-control++, 
clarity++, distractibility+. No change on 
loudness, tone and distress items. 
 
Buccheri et 
al. (2007), 
USA.! 
BM 57! NR NR 100% 100% 20 100% O  CAHQ-
EV 
 
 Decrease in command hallucinations. No 
inferential statistics reported. 
 
N
o
n
-s
p
ec
if
ic
 
 
Gledhill et 
al. (1998), 
UK. 
CBT 4 41 50
% 
100% 100% NR NR O  PAS 
 
 One of the 4 participant’s AVH became worse. 
No change in the remaining 3 KGV scores. No 
inferential statistics reported. 
Lecomte et 
al. (2012), 
Canada.! 
CBT 14! 25 
(4.8) 
NR 86% NR NR NR O; EP.  BAVQ 
 
 Change in beliefs about AVH malevolence+ and 
omnipotence+ at 1-year follow up. Beliefs about 
AVH benevolence, engagement and resistance 
items are not reported.  
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Note.# = Included control as comparison.  ! = Follow up study. Swiz = Switzerland. Ger = Germany. n = Recruited sample to treatment intervention . M = Male sex. Scz = 
Schizophrenia/schizoaffective disorder. I = Inpatient. O = Outpatient. EP = Early psychosis sample. NR = Not reported. CBT = Cognitive behavioural therapy. MI = 
Mindfulness based cognitive therapy. BM = Behavioural management. MCT = Metacognitive training. PSYRATS – AH = Psychotic symptom rating scale - Auditory 
hallucinations. BAVQ = Beliefs about voices questionnaire. BAVC = Beliefs about voices questionnaire – Coping Strategies. BAVQ-R = Beliefs about voices questionnaire – 
Revised. VAY = Voice and you scale. TVRS = Topography of voices rating scale. BPRS-AH = Brief psychiatric rating scale- Auditory hallucination. CAHQ =Characteristics 
of auditory hallucinations. CAHQ-EV = Characteristics of auditory hallucinations-Expanded version. PAS = Psychiatric assessment scales. ^ = Distress measure calculated by 
combining PSYRATS-AH items with visual analogue scale.  & = Visual analogue scale. + = p <.05. ++ = p<.01. ~ = Improvement approaching significance. 
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Chung et al. 
(2013), 
Korea. 
CBT 24 25.7 
(4.8) 
79
% 
79% NR NR NR O; EP.  PSYRATS
-AH 
 
 No change in total PSYRATS-AH scores.  
Moritz et al. 
(2011), Ger.# 
MCT 18 33.6 
(8.8) 
100
% 
100% NR NR NR O/I  PSYRATS
-AH 
 No change in total PSYRATS-AH scores. 
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Table 4: Description of included studies in the quantitative analysis 
 Study. 
Year, 
country. 
AVH 
Outcome 
Setting Intervention  Control 
 Approach n Age  
(SD) 
M% 
 
Scz% Mean 
(SD) 
baseline 
PSYRAT
S-AH 
score 
TAU 
or 
Active 
n Age 
(SD) 
M% 
 
Scz% Mean 
(SD) 
baseline 
PSYRAT
S- AH 
score 
A
V
H
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p
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n
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o
n
s 
Wykes et al. 
(2005), UK. 
PSYRAT
S-AH 
O  CBT 45 39.7 
(10.8) 
53% 100% 29.1(5.3) TAU 40 39.7 
(10.1) 
65% 100% 26.8(6.8) 
McLeod et 
al. (2007), 
UK. 
PSYRAT
S-AH1 
O  CBT 10 NR NR 100% NR1 TAU 10 NR NR 100% NR1 
Chadwick 
et al. 
(2009), UK. 
PSYRAT
S-AH 
O  MI 9 41.6 
(8.1)# 
NR 100% 29.6# TAU 9 41.6 
(8.1)# 
NR 100% 29.6# 
Penn et al. 
(2009), 
USA. 
PSYRAT
S-AH 
O CBT 32 41.7 
(11.8) 
53% 100% 26.5(5.5) Active 33 39.6 
(15.7) 
49% 100% 28.8(5.1) 
Chadwick 
et al. 
(2016), UK. 
PSYRAT
S-AH 
O MI 54 42 50% 100% 30.4(5.6) TAU 54 42 48% 100% 30.2(7.1) 
N
o
n
-
sp
ec
if
ic
 Moritz et al. 
(2013), Ger. 
PSYRAT
S-AH 
O/I MCT 76 36.8 
(11.1) 
59% 100% 5.7(10.1) Active 74 32.9 
(9.5) 
66% 100% 5.6(11.4) 
Note. Ger = Germany. PSYRATS – AH = Psychotic symptom rating scale - Auditory hallucinations. 1 = Not full-scale PSYRATS-AH. I = Inpatient. O = Outpatient. CBT = 
Cognitive Behavioural Therapy. MI = Mindfulness based cognitive therapy. MCT = Metacognitive Training. n = Participant allocation. M = Male sex. Scz = 
Schizophrenia/schizoaffective disorder. # = Study sample mean. NR = Not reported. TAU = Treatment as usual or wait list.
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Meta-analysis 
Table 4 provides details of the six studies included in the meta-analysis. Five 
of these assessed specific AVH group interventions (Chadwick et al., 2009; 
Chadwick et al., 2016; McLeod et al., 2007; Penn et al., 2009; Wykes et al., 2005). 
There were post-intervention outcome data for 203 participants in an intervention 
arm. Two studies (Moritz et al., 2013; Penn et al., 2009) compared the experimental 
intervention against an active control condition.   
Meta-Analysis Results 
Where effect sizes are 0.20, 0.50, 0.80; small, medium and large effects are 
assumed (Cohen, 1992). Table 5 and Figure 2 display a non-significant small pooled 
effect size (-0.06, 95% CI [- 0.26 – 0.14]) indicating there is no evidence to suggest 
that group interventions have an effect on AVH outcomes as measured by the 
PSYRATS-AH. Recalculating the effect size excluding McLeod et al. (2007) (due to 
potential reporting bias) and Moritz et al. (2013) (non-specific intervention) made 
little difference to the findings (-0.02, 95% CI [- 0.23 – 0.18] and -0.08, 95% CI [-
0.34 – 0.18] respectively). Homogeneity was assumed in all analyses.  
Table 5: Pooled ES, 95% CI and heterogeneity of analyses 
Meta-analysis Number of 
studies 
ES p 95% CI Heterogeneity  
      p value of 
Q 
I2 
Main  6 -0.06 .68 -0.26 – 
0.14 
.68 0% 
        
Sensitivity 
analyses 
McLeod et al. 
(2007) 
excluded 
5 -0.02 .96 -0.23 – 
0.18 
.96 0% 
 Moritz et al. 
(2013) 
excluded 
4 -0.08 .99 -0.34 – 
0.18 
.99 0% 
Note.ES = Pooled effect size. 95% CI = Confidence interval. 
 
40 
 
Figure 2: Forest plot of effect sizes and 95% CI for post-intervention outcomes for AVH 
symptoms 
 
 
Discussion 
Main Findings 
This review updated previous articles (Ruddle et al., 2011) and provides a 
qualitative and quantitative synthesis on the effect group therapy has on AVH 
outcomes. Twenty studies met inclusion criteria, with 15 of these considered AVH 
specific interventions. The majority of approaches were CBT informed and most 
trials were of relatively poor quality. The included papers indicate that there is 
limited support for the use of group therapy in reducing AVH symptoms, with no 
benefits evident in the pooled assessment of the included RCTs. There are more 
encouraging findings for the effect group therapy exerts on AVH beliefs, voice 
relating and distress, although more methodological rigorous trials are required to 
assess efficacy.  
Specific AVH groups proved more effective than groups with broader aims 
(e.g., to reduce positive symptoms) on AVH outcomes. This is consistent with 
evidence indicating larger effect sizes among symptom-specific trials (e.g., Jauhar et 
al., 2014). These results are unsurprising given that a greater proportion of time 
could be allocated to specific symptoms, including putative mechanisms of change, 
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such as voice power (as occurs in Birchwood et al., 2014). In the included RCTs 
there was no significant effect of AVH specific treatments on PSYRATS-AH total 
scores (McLeod et al., 2007 report item only data). The meta-analyses conducted 
here therefore does not support the use of group therapy on reducing AVH 
topography as measured by the total PSYRATS-AH scale. However, the controlled 
trials tended to be underpowered. This makes it difficult to conclusively determine 
whether the findings are a result of type II error or whether group therapy genuinely 
has no effect on AVH symptomatology 
Interpreting the Findings  
The majority of included AVH specific interventions were low intensity in 
that they provided fewer than 16 sessions. One study (Pinkham et al., 2005) found 
that a higher intensity of therapy (twenty sessions) did not result in greater gains than 
a shorter protocol (seven sessions). However, this was among inpatients limiting 
generalisability. In contrast, Lecomte et al. (2013) offered 24 sessions of CBT for 
psychosis and found change in beliefs about voices were maintained at one year 
follow up, suggesting that more intense treatment may provide greater sustained 
improvements. In addition, group processes have been found to exert their greatest 
effect over longer treatments (Orfanos et al., 2015). Therefore, brief interventions 
may miss the benefit group processes potentially may have on outcomes. Further 
research is needed to assess whether more intensive group treatment programmes 
confer more promising outcomes. 
Psychological interventions are not neuroleptics but instead aim to reduce 
distress and improve functioning (Birchwood & Trower, 2006). However, symptom 
specific measures – such as the PSYRATS-AH – remain a popular choice in 
examining efficacy. The use of such scales therefore fails to adequately measure 
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targeted aims of psychological therapies (i.e., voice related distress, voice-hearer 
power), providing only an indirect measure of treatment efficacy (Louise et al., 
2017). To address this, there has been calls to include PSYRATS-AH item data (such 
as the distress item) as-well-as cumulative scores (Steel et al., 2007). This is due to 
summed scores introducing noise from other dimensions, such as the location and 
frequency of voices, not targeted by psychological interventions (Thomas et al., 
2014). Incidentally, authors of all the studies included in our meta-analysis were 
contacted requesting PSYRATS-AH item data but this request was unsuccessful. 
Where included studies did report items measuring distress, results are more 
promising. Our review highlights the need for appropriate outcome measures in the 
assessment of psychological therapies.  
Clinical and Research Implications  
Twelve studies reported treatment dropout rates. The average attrition rate 
(AVH specific and non-specific groups combined) was 19%. Although high 
treatment attrition rates are not uncommon in schizophrenia samples (for example 
Borras et al., 2009 report 37%), the findings presented in this review are 
encouraging. For instance, in a recent meta-analysis (Fernandez, Salem, Swift, & 
Ramtahal, 2015) of 115 studies with 20,995 psychiatric participants the group 
therapy dropout rate was 25%. This review suggests that group therapy is an 
acceptable treatment format for individuals with schizophrenia. Furthermore, the 
benefits of meeting others and potentially developing a social network may be 
particularly beneficial to individuals with schizophrenia. The way people relate to 
their voices have been found to be mirrored in their social relationships (Hayward, 
2003). Therefore, increased social contact, through group participation, may improve 
social relating modifying relationships with voices (Birchwood et al., 2004). On a 
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broader level, groups may enable the development of nonfamily friendships which 
may further improve likelihood of recovery (Corrigan & Phelan, 2004).   
Peer support is considered in the treatment of psychotic disorders (NICE, 
2014). Despite the value peer support may offer (Mahlke et al., 2017) none of the 
included studies in this review involved peer support workers. Drawing from the 
hearing voice network (Romme & Escher, 1989) and in line with the recovery model 
(Slade et al., 2014), there may be added values in including peers as group 
facilitators. For example, they may prove more validating to members and be better 
positioned as group facilitators to encourage a shared understanding of AVH (Dillon 
& Hornstein, 2013). 
In the included articles, the majority of group members were male, perhaps a 
reflection of gender-differences found in schizophrenia (McGrath, 2005). There may 
be added value in confining groups to same-sex. Voice hearing is increasingly 
recognised as a relationship (Hayward, 2003) and gender differences in voice 
relating have been found. Female voice hearers respond with greater resistance and 
distress and perceive their voices as more powerful and malevolent than males 
(Hayward, Slater, Berry, & Perona-Garcelán, 2016). Therefore, the use of gender 
specific groups may further increase ‘universality’ (Yalom & Leszcz, 2005). 
Furthermore, female gender is associated with greater improvement in psychological 
therapies. Reasons for this include being less emotionally blunted and being better at 
forming relationships (Brabban, Tai, & Turkington, 2009), attributions which seem 
particularly fitting to group settings.   
We also consider whether group work maybe a useful ‘springboard’ to 
individual therapy. The development of therapeutic relationships, the introduction of 
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psychoeducative materials and the examination between thoughts, feelings and 
behaviours, may set up group members for individualised therapy. This may enhance 
‘readiness’ and reduce overall time in individual treatment (Macrodimitris, Hamilton, 
Backs-Dermott, & Mothersill, 2010). A related benefit is that it may also facilitate 
greater self-reflectiveness and improve insight, two predictors of successful 
outcomes in CBT (O'Keeffe, Conway, & McGuire, 2017). At present, there is limited 
evidence to support the view that group therapy is a useful ‘springboard’ to 
individual treatment. Future research could investigate whether group therapy 
enhances readiness for individual therapy (Macrodimitris et al., 2010) and as a result, 
increases likelihood of positive treatment outcomes.  
Limitations  
Although this review updated previous articles and to our knowledge, is the 
first attempt to quantitatively assess the effects group therapy have on AVH within a 
schizophrenia sample, there are several limitations. Our focus was on quantitative 
AVH outcomes at posttreatment and therefore our review is unable to comment on 
proposed mechanisms of change. There is a need to identify processes which lead to 
a good outcome to ensure more effective treatments (Strauss et al., 2015). Two 
studies explicitly explored this (Ruddle et al., 2014; Wykes et al., 1999) and results 
suggest that beliefs about voices mediates change in distress. The identification of 
‘active ingredients’ (Craig et al., 2013) may prove even more difficult to identify in 
group formats due to the existence of non-specific processes, which have been found 
to have a positive effect on clinical symptoms (Orfanos et al., 2015). 
A further limitation was the choice of outcome selected for meta-analytic 
review. The choice to select symptom severity was both theoretically and 
pragmatically driven; meta-analysis should only be conducted if outcomes share 
45 
 
similar characteristics (Orfanos et al., 2015). The selection of symptom severity 
measures proved a practical way of grouping together results from a range of trials. 
However as outlined above, symptom-severity measures do not capture the intended 
outcomes of psychological treatments (ie., reduction in voice related distress). 
Therefore, the results of the quantitative review are only applicable to this indirect 
measure of treatment efficacy (Louise et al., 2017). In line, we may have missed 
other key benefits of group therapy such as increased social contact and improved 
functioning and quality of life (Segredou et al., 2012). In addition, we measured 
group acceptability indirectly through treatment dropout numbers. Inclusion of 
satisfaction measures may be better placed to offer an account of group acceptability 
in addition to qualitative studies.  
Our decision to ensure sample homogeneity and quantitatively evaluate AVH 
outcomes meant that only a limited number of approaches are presented in this 
review. For instance, despite the popularity of the hearing voice network no studies 
from this approach met our inclusion criteria. There is a small but growing evidence 
base for peer-led interventions. It is likely that with improved controlled studies such 
approaches will soon provide greater empirical evidence as-well-as an insight into 
the mechanisms underpinning change (Beavan et al., 2017). Finally, the quality 
assessment of studies was conducted by the first author. Conventionally this is 
achieved by at least two authors. However, where trials have been reviewed in this 
review and in others using the CTAM (Louise et al., 2017; Wykes et al., 2008; van 
der Gaag & Valmaggia, 2014) ratings are consistent.  
Conclusion  
In sum, there is not strong evidence supporting group therapy in reducing 
AVH symptoms. However, psychological therapies are not neuroleptics (Birchwood 
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& Trower, 2006) but instead target voice related distress where the findings are more 
encouraging. Further research is needed to assess whether these encouraging findings 
can be replicated in larger, more methodological rigorous trials before definitive 
conclusions on the effects group therapy has on AVH can be drawn.
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Abstract 
Aims: 
AVATAR therapy offers a novel relational approach in targeting distressing 
voices. This study aimed to: 1) map Relating Behaviours between participants and a 
visual representation of their persecutory voice – avatar – over the course of therapy 
and; 2) examine Therapeutic Techniques delivered within AVATAR therapy 
dialogue.    
Method: 
Twenty-five AVATAR therapy completers were randomly selected for 
inclusion in this study. A developed coding frame enabled a fined grained analysis of 
observed relating behaviours and therapeutic techniques over the course of 
AVATAR therapy dialogue. 
Results:  
There were significant changes in the relating behaviours of both participants 
and avatars during therapy. Descriptive data provides an insight into the therapeutic 
techniques delivered within AVATAR therapy dialogue.   
Conclusion: 
The findings support the conceptualising of voice hearing as an interpersonal 
experience, suggest that hearers’ relating behaviours to distressing voices are 
amenable to change and indicates that the intended techniques of AVATAR therapy 
are implemented during therapy dialogue. 
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Introduction 
Voices, also referred to as auditory verbal hallucinations (AVH), are the most 
common form of hallucination with lifetime prevalence rates among individuals with 
schizophrenia ranging from 60% (Slade & Bentall, 1988) to 74% (Wing, Cooper, & 
Sartorius, 1974). AVH are defined as subjective experiences within the auditory 
modality in the absence of external stimuli (Woods et al., 2014). They can cause 
considerable functional impairment, intolerable distress and contribute to elevated 
rates of suicide in treatment refractory voice hearers (Leff, Williams, Huckvale, 
Arbuthnot, & Leff, 2013).  
Psychological Theories of AVH  
Cognitive Models 
The cognitive model of AVH holds that the presence of AVH are not 
sufficient - in and of itself - to determine clinical distress and need for care (Morrison 
& Barratt, 2010). Indeed, the phenomenology of AVH have found to be similar in 
both ‘healthy’ and ‘need for care’ hearers (Baumeister, Sedgwick, Howes, & Peters, 
2017). Rather, the cognitive model proposes that it is appraisal and beliefs, such as 
whether they are externally caused and personally significant, about AVH that 
determine affective disturbances (Garety, Kuipers, Fowler, Freeman, & Bebbington, 
2001). Chadwick and Birchwood (1994) seminal work offered support in linking 
AVH beliefs (identity, power and intent) to distress and behavioural responses. 
Consistent with the cognitive model was the finding that individuals who believed 
their AVH to be malevolent reported greater distress and resisted engagement. In 
comparison, those who offered benevolent accounts courted their AVH (Chadwick & 
Birchwood, 1994).  
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Expanding on cognitive conceptualisations of anxiety disorders, Morrison’s 
(1998) account similarly places mean making at the model’s centre. It proposes that 
internal stimuli such as intrusive thoughts are misinterpreted as unacceptable and 
misattributed to external sources. The appraisals of these intrusions are influenced by 
experience and beliefs about the self, world and others (Morrison, 2001). Mood (e.g., 
anxiety) and physiological reactions (e.g., sleep problems) as-well-as cognitive and 
behavioural responses, such as selective attention and avoidance respectively, 
perpetuate AVH and associated distress. 
Interpersonal Models 
Benjamin (1989) conceptualised AVH as an interpersonal experience where 
hearers develop a coherent relationship with their voices. She posited that social 
interactions are governed by a series of complementarity interactive patterns of 
relating. The structural analysis of social behaviour (Benjamin, 1974; SASB) model 
displays 72 interactions around complementary planes. These are divided by a 
horizontal axis delineating degree of affiliation and a vertical axis indicating 
interdependence. Each behaviour is hypothesised to elicit its reciprocal behaviour. 
For example, controlling behaviours are thought to activate submissive responses. It 
was theorised that these complementarity roles were similar to relating behaviours 
observed between people with schizophrenia and their AVH (Benjamin, 1989). The 
account can offer an explanation for Chadwick and Birchwood’s (1994) findings that 
malevolent voices were resisted and benevolent voices courted. However, Thomas, 
McLeod and Brewin (2009) provide only mixed support for interpersonal 
complementarity in voice hearing. Hostile voices predicted hostile reciprocal 
responses, although voice control only weakly predicted hearer submissiveness.  The 
authors’ interpretation of this unexpected finding was that submissive responses are 
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not determined only by voice control but moderated by appraisals about voices and 
own perceived social standing. 
Evolutionary psychology has informed further developments. Social rank 
theory (Gilbert & Allan, 1994) proposes that mental mechanisms and in particular, 
the recognition of social rank, have evolved to ensure survival. In socially ranked 
relationships, hostile-dominant behaviours maintain hierarchy, forcing subordinates 
to flight, freeze or appease. The authors applied the theory to the experience of 
distressing AVH and found that malevolent voice hearers engage in subordinate 
defensive strategies (e.g., flight). Further work (Birchwood et al., 2004) has shown 
that the power differential commonly found between hearer and voices is influenced 
by underlining social schemata, perceived social rank (i.e., see self as being of lower 
social rank) and mirrored in other external patterns of relating.   
A final addition to the interpersonal understanding of AVH was the inclusion 
of proximity and intimacy (Hayward, 2003). According to Birtchnell’s (1996) theory, 
relating has two components:  power, which describes the amount of influence one 
has over another (similar to social rank dominant-subordinate interactions) and 
proximity, the distance and by extension, intimacy between two people.  The 
interpersonal octagon (Birtchnell, 1996) illustrates eight different ways of relating. 
The vertical axis (power) has upper - lower at either end. The horizontal axis 
(proximity), distance-closeness at either pole. Competent individuals can navigate 
and vary their ways of relating to the demands of a situation. It is conjectured that 
these individuals would likely to have experienced successful social relationships. 
On the other hand, those who have had few positive social relationships are likely to 
only to be able to occupy a few positions of relating, limiting success in varying 
social situations (Hayward, Berry, & Ashton, 2011). There has been consistent 
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support for the application of relating theory in voice hearing. In summary, 
individuals who experience distressing AVH display submissive and intrusive 
relationships with their AVH, a relating pattern mirrored in social relationships 
(Hayward, 2003). 
The Role of Childhood Trauma  
The relationship between early childhood trauma and increased risk of 
psychosis is well established (Read, van Os, Morrison, & Ross, 2005; Varese et al., 
2012). Although evidence for the mechanisms of how early childhood trauma leads 
to psychosis have been inconclusive, such as limited evidence supporting a 
specificity model between childhood sexual abuse and AVH (Longden, Sampson, & 
Read, 2016), several biopsychosocial pathways linking trauma to psychosis have 
been proposed.  
Early trauma has been implicated in increased dopamine reactivity, a 
neurotransmitter linked to psychotic experiences (van Os, Kenis, & Rutten, 2010).  
The traumagenic neurodevelopmental model (Read, Perry, Moskowitz, & Connolly, 
2001) suggests that early prolonged trauma can heighten sensitivity to stress even in 
individuals without a genetic vulnerability. It therefore proposes that it can cause the 
vulnerability in the stress-vulnerability model of psychosis (Read et al., 2005). 
Within a cognitive framework (Garety et al., 2001), early trauma leads to an 
enduring vulnerability through the formation of negative schemata about the self 
(e.g., perceive self as vulnerable), others (e.g., perceive others as threatening) and the 
world (e.g., perceive world as dangerous). These cognitive representations can in 
turn lower self-esteem and perceived subordination, influencing appraisals about 
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voices such as their malevolence, benevolence and omnipotence (Birchwood, 
Meaden, Trower, Gilbert, & Plaistow, 2000).  
Early trauma may disrupt healthy attachment increasing risk of 
psychopathology in adult life. Consistent with this is the observation that people with 
psychosis have experienced higher rates of potentially attachment threatening events, 
such as unwanted pregnancy and early parental loss (Morgan et al., 2007). Disrupted 
attachment may increase risk through various pathways including mood instability 
(Marwaha, Broome, Bebbington, Kuipers, & Freeman, 2014), affect dysregulation 
(Gajwani, Patterson, & Birchwood, 2013) and social isolation/few peer relationships 
(Read & Gumley, 2008). Regarding AVH, individual’s relationship to AVH have 
been found to reflect early traumatic childhood affiliations (Connor & Birchwood, 
2012). Attachment anxiety has been shown to be associated with voice severity and 
distress (Berry, Wearden, Barrowclough, Oakland, & Bradley, 2012) and attachment 
avoidance with voice dominance and hearer distance (Robson & Mason, 2015). 
Lastly, mentalisation – the ability to think about one’s own mental states and others 
(Bateman & Fonagy, 1997) – is found to be impaired in people with schizophrenia 
(Brent & Fonagy, 2014) and its development is associated with quality of attachment 
(Fonagy & Target, 1997).  
Psychological Therapies for AVH 
With a shift towards symptom–specific approaches (Bentall, 2006) there has 
been a burgeoning of psychological therapies targeting distressing AVH. Following 
the tenets of cognitive models, cognitive behavioural therapy for psychosis works at 
the meaning level in that beliefs and appraisals are challenged to reduce distress and 
improve functioning (Thomas et al., 2014). For example, cognitive therapy for 
command AVH aims to modify beliefs about voice power and control (Trower, 
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Birchwood, Meaden, Byrne, Nelson, & Ross, 2004). Their randomised controlled 
trial (RCT; Birchwood et al., 2014) reported reduced compliance and a reduction in 
perceived voice power following intervention. Similarly, relating therapy (Hayward, 
Overton, Dorey, & Denney, 2009) focuses on re-balancing power and proximity by 
improving hearer assertiveness. A case-series (Hayward et al., 2009) has indicated 
that the approach is acceptable to individuals and successful in improving AVH 
relating. A pilot RCT also found large effect sizes in the reduction of AVH distress 
in favour of relating therapy over treatment as usual (Hayward, Jones, Bogen-
Johnston, Thomas, & Strauss, 2016). 
AVATAR Therapy 
AVATAR therapy (Leff et al., 2013) offers a novel relational approach in 
targeting distressing AVH. It incorporates aspects of cognitive approaches 
(Chadwick & Birchwood, 1994; Morrison, 2001) in that it challenges beliefs about 
voices, and interpersonal approaches (Birchwood et al., 2014; Hayward et al., 2009) 
in that it aims to modify hearer relating.  
The therapy involves computer technology which is used to develop a visual 
representation of an individual’s dominant persecutory voice – an ‘avatar’. During 
therapy, the therapist promotes dialogue between participant and the avatar (which 
the therapist voices). Over this time the avatar progressively becomes less controlling 
and dominating, permitting greater participant autonomy. In essence, the avatar 
moves from a malevolent figure to more of an ally. As the sessions proceed, the role 
of the therapist and avatar merges, with the once hostile avatar transitioning to 
something more akin to a therapist (Leff, Williams, Huckvale, Arbuthnot, & Leff, 
2014). A pilot study (Leff et al., 2013) yielded promising findings, with significant 
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reductions in AVH frequency and associated distress. The clinical efficacy of the 
approach is being assessed in a large RCT (Craig et al., 2015a).  
The AVATAR therapy researchers put forward three related mechanisms of 
change (Craig et al., 2015a). During the initial phase of therapy, the participant is 
encouraged (thorough direct therapist input) to become more assertive and with this 
the avatar becomes less controlling. The next phase promotes participant self-esteem 
and the development of a more positive self-identity. A final mechanism of treatment 
(which occurs throughout) is the reduction in associated anxiety through exposure to 
the visual avatar and content of voice.  
Analysing Psychological Therapies 
Psychological therapies for psychosis share a commonality in that they tend 
to be complex interventions encompassing a number of techniques (Dunn et al., 
2012). For instance, in one Delphi study (Morrison & Barratt, 2010) a panel of 
experts in the field of psychosis identified 77 items as important or essential for CBT 
for psychosis. The identification of ‘active ingredients’ of an intervention informs 
how the intervention works (Craig et al., 2013) and can provide an account on the 
targeted mechanisms of change (Rollinson et al., 2007). AVATAR therapy is a 
complex package of techniques delivered in a novel setting. A key part of its 
development and understanding of the mechanisms of change (as is the case with any 
manualised form of therapy) will be assessing whether treatment techniques – as 
outlined by Craig et al. (2015a) –  are applied as intended (Onwumere et al., 2009).  
Research Objectives and Hypotheses 
This study uses data from the AVATAR RCT (Craig et al., 2015a) and aims 
to map relating behaviours between participant and the avatar over the course of 
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therapy. Descriptive analysis will provide a detailed account on the specific changes 
in relating styles, of both participants and avatars, observed during voice dialogue. 
This study will also evaluate the specific observed therapeutic approaches 
implemented by the therapist and the voiced avatar during therapy to achieve its 
intended aims. Therefore, this study represents a novel development on two fronts: 
specific relating behaviours are captured in ‘real time’ dialogue between participants 
and their dominant persecutory voice; the proposed AVATAR therapeutic techniques 
delivered to target mechanisms of change are inspected. Finally, given the high 
number of trauma histories in people with distressing AVH (Daalman et al., 2012), 
additional analysis will assess associations between social adversity and participant 
relating behaviours.  
The study had the following objectives and hypotheses: 
1) To investigate observed Relating Behaviours between participant and 
avatar over the course of therapy. 
 
Study Hypotheses: 
Hypothesis 1: There will be a reduction in observed avatar controlling behaviours 
over the course of therapy.  
Hypothesis 2: There will be an increase in observed avatar autonomy giving 
behaviours over the course of therapy.  
Hypothesis 3: There will be a reduction in observed participant submissiveness over 
the course of therapy. 
Hypothesis 4: There will be an increase in observed participant assertiveness over the 
course of therapy. 
2) To investigate observed Therapeutic Techniques implemented over the 
course of therapy.  
Study Hypothesis:  
Hypothesis 5: There will be a reduction in therapist promoting assertive responding 
techniques over the course of therapy. 
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3) Exploratory analyses will be conducted to investigate whether social 
adversity, conceptualised here as early childhood trauma and 
low/unsatisfactory social support, influence participant relating 
behaviours during therapy.   
Method 
Participants  
Participants of this study were a sub-set of those recruited to the AVATAR 
trial. The inclusion criteria for the trial is detailed in Craig et al. (2015a) and is as 
follows: 1) over 18 years old; 2) have experienced distressing AVH for at least 12 
months; 3) primary diagnosis of non-organic psychosis (including International 
Classification of Diseases (ICD)-10 categories F20-29 and F30-39, subcategories 
with psychotic symptoms). Exclusion criteria was as follows: 1) unable to give 
informed consent; 2) in receipt of cognitive behaviour therapy for psychosis or 
attending a group specific to hearing voices; 3) unable to identify a single dominant 
voice to work on; 4) refusing all medication; 5) a diagnosis of organic brain disease; 
6) a primary substance dependency; 7) AVH in a language not spoken by the 
therapists; 8) a command of spoken English inadequate for engaging in therapy; 9) 
inability to tolerate the assessment process.  
A total of 150 participants were recruited to the AVATAR RCT. Most 
participants (n=93) were recruited from the South London and Maudsley National 
Health Service (NHS) Foundation Trust. The remaining participants were recruited 
from other NHS trusts within the United Kingdom.  Seventy-five participants were 
randomised to AVATAR therapy. Of these, 53 completed AVATAR therapy. 
‘Completers’ were defined as those who attended at least six therapy sessions. For 
this study, 25 ‘completers’ were randomly selected for investigation. The decision to 
select 25 participants was due to practical reasons (i.e., time and resources) and 
power calculations (as outlined below).   
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Ethics  
King’s College London was the research Sponsor. The study has been 
reviewed and approved by the London Hampstead Research Ethics Committee: 
13/Lo/0482). A research amendment was granted to cover this project (Appendix 2).  
Coding Frame 
A coding frame was developed to fit the study’s objectives and hypotheses. 
As advised (Heyman, Lorber, Eddy, & West, 2014), a significant amount of time was 
spent on observing the phenomena of interest (from pilot AVATAR therapy 
recordings) and reviewing relevant literature to guide development. No priori 
methodological plan was set, as is typical in the development of coding systems 
(Bakeman & Gottman, 1997). There were no discrete stages of development (apart 
from the analysis of interrater agreement which was the final stage of development). 
An iterative process with five main phases was instead followed: 
1) Review of relevant theory and literature. Focus was primarily on 
cognitive and interpersonal theories and therapies of voice hearing as 
outlined in the introduction; 
2) AVATAR therapy pilot recordings and the AVATAR therapy manual 
(Craig et al., 2015b) were both examined to inform coding development; 
3) Developed codes were discussed in a consensus meeting with AVATAR 
therapists and principle investigators of the AVATAR RCT; 
4) To ensure key themes and behaviours were captured, we followed Green 
et al. (2006) method where a sample of transcripts were selected and 
analysed. Categories were further refined and new codes added if 
necessary; 
5) Transcripts were randomly selected to assess interrater agreement. 
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Codes 
The developed framework consisted of codes formed across two types of 
interaction: 1) Relating Behaviours and 2) Therapeutic Techniques. Relating 
behaviours captured observed interpersonal behaviours between participant and 
avatar. Therapeutic techniques focused on the methods implemented by the therapist 
and voiced avatar. Each coded area of interaction (relating behaviours and 
therapeutic techniques) had two levels of coding. The macro level captured global 
constructs and the micro level captured specific behaviours. Coding manuals and 
instructions were developed (see below) to enhance coder objectivity and 
consistency.  
1: Relating Behaviours  
AVATAR therapy aims to change the relationship participants have with 
their distressing AVH (Craig et al., 2015a). A review of theory and assessment of 
AVATAR pilot work led to the development of four macro codes: Controlling, 
Autonomy Giving, Submissiveness and Autonomy Asserting. Each of these macro 
codes were formed by a number of micro codes. Please see Table 1 for the relating 
behavioural manual. Each micro code is presented with corresponding descriptors 
and verbatim examples. 
Controlling 
The controlling macro code drew from the observation that those who 
experience distressing AVH perceive their voice to be powerful, malevolent and of 
higher social rank (Birchwood et al., 2004). In addition, negative AVH content is 
common in schizophrenia samples (Beavan, & Read, 2010; Nayani & David, 1996). 
Therefore, behaviours that were dominant-hostile and/or with negative and 
derogatory content came under this category. Examples of controlling micro codes 
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include demand - defined as requesting another to act in accordance with request, 
and threat (physical) - a threat to the physical integrity of another.  
Autonomy Giving 
AVATAR therapy includes a negotiation of power away from avatar to 
participant (Craig, Ward & Rus-Calafell, 2016). Behaviours which contributed 
towards this shift were coded as autonomy giving. Examples of autonomy giving 
micro codes include negotiate/move towards emancipation. This is similar to 
emancipation in Benjamin’s (1974) SASB model. Participant omnipotent beliefs 
about AVH (Chadwick & Birchwood, 1994) were challenged through avatar 
concession of power.  
Submissiveness  
We drew on social rank literature and in particular subordinate defensive 
responses observed in relating to distressing AVH (Gilbert et al., 2001). 
Interpersonal behaviours which displayed passivity and powerlessness were coded 
here. One item which was included was ambivalence about ending relationship with 
AVH. This was included as there may be some ambivalence of losing even a 
malevolent voice which an individual has built up a relationship with (Gilbert et al., 
2001). Other submissive micro codes include, appeasement – a defensive response 
seen where one complies with a perceived dominant other (Gilbert et al., 2001) and 
helplessness, a micro code derived from ‘poor me’ beliefs (Trower & Chadwick, 
1995).  
Autonomy Asserting 
 The assertive phase is key to AVATAR therapy and shares similarities 
with other relating interventions (e.g., Hayward et al., 2009). Autonomy asserting 
behaviours reflect a change on the power and proximity dimensions (Birtchnell, 
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1996) in favour of the hearer. Autonomy asserting micro codes include 
challenge/dismiss other’s assertion and separate-distance. The latter code was 
conceptualised as a more adaptive withdrawal (i.e., individual now confident and 
assertive enough to request other to leave) than hearer distance (sometimes referred 
to as separated) conceptualised by Hayward (2008).
  
Table 1: Relating behaviours manual 
Macro Code Micro Code 
Description  
Example 
 
 
 
 
 
 
Controlling 
Demand 
Instructs other to act in accordance with request. 
 “You must take the drugs, you must take the sinsemilia.” A 
Threat (physical) 
Threat of physical harm.  
“I’m going to kill you tomorrow morning.” A 
 
Threat (psychological) 
Threat of psychological harm. 
 “We’re MI5. Of course we control everything anyway, whatever 
you do.” A 
Undermine (instil doubt) 
To instil doubt in other and maintain dominance.  
“You don’t sound very sure about yourself.” A 
Holding on/reluctance to change relationship style 
Reluctance and resistance to change relationship dynamic.  
“But I need to be in your life”. A 
Abuse/insult/negative evaluation of other 
Mocking, ridiculing, name calling. Subjugates other with ego dystonic 
comments. 
“You’re ugly and useless”. A 
Autonomy 
Giving 
Advice giving 
One takes an ‘expert position’ and typically advises/mentors other.  
“Well there you are then, you’ve figured it out yourself, you know 
what to do now, you can change and you can be a better person for 
that.” P 
Negotiate/move towards emancipation 
A change in relationship which indicates a shift in relating style. 
“Well if you continue like this I will be fading form your life.” A 
Concession of power 
Explicit acknowledgment that one is no longer as powerful and able to 
control.  
 “I see. Well if I’m honest I think you’ve already started to take 
control back from me.” A 
 
Acknowledgment of change 
Acknowledges change at the individual level, relational level, or in terms of 
how other manages avatar/voices.  
“I think you are changing, you’re accusing me”. A 
 
 
Intrigue (express positive surprise about change) 
A positive surprised expression about change at the relational level.  
 
 
“No but I can change my reaction to it.” P 
…What do you mean?” A 
 
76 
 
Note. A = Avatar; P = Participant. 
Data for avatar submissive/autonomy asserting and participant controlling/autonomy giving behaviours do not form part of this investigation and are therefore 
not reported in this current thesis. Please see appendix for further data.
Submissiveness 
Speechless/hesitant 
One comes across as uncertain. 
“Oh…em…” P 
Helpless (inc. reliance on others) 
Similar to ‘poor me’ type beliefs. Includes reliance on other/belief that can’t 
help self. 
 “Well I can’t do nothing about it but I want you to leave me 
alone.” P 
 
Appeasement 
Conciliatory response to maintain order.  
“I’m better than you”. A 
…No you’re not, we’re equal.” P 
Ambivalence of ending relationship 
Reticence indicated about losing relationship with avatar/voice. 
“I’m pleased in one way and in another way I’m going to be 
missing you.” P 
Request advice/guidance 
Places other in expert position. 
“So maybe if I could be a better person like you, people could start 
to think about me like that as well?” A 
Apology 
Expression of remorse for previous behaviour.  
“I said last time I’m sorry that I bullied you…” A 
Autonomy 
Asserting 
Downplays threat/coping/reduce impact 
Minimises threat made by other.  
 “You’re not having the affect that you use to have on me. I’m more 
able to ignore you more now and carry on with my everyday life”. P 
Challenge/dismiss other’s assertion 
Challenges/disagrees with other.  
 “You’re not better than me.” P 
 
Increase power 
A shift from powerless to powerful.  
 “Yes I believe I’ve taken the power away from you.” P 
 
Self-agency 
Re-establishes control. Captures how one will act. 
 “I’ll say what I like.” P 
 
Separate – disaffiliate 
Explicit statement that one is separate and different from other. A 
disentanglement.  
 “You’re you’re not like me, you’re more negative than me.” P 
 
 
Separate – distance 
Preference for distance, personal space and privacy. Adaptive request for 
other to leave. 
“I want you to go away and stay out of my life because you don’t 
own me.”  P 
 
Ending of relationship 
Informs ending of ‘relationship’.  
 “Think I’m ready to follow that plan [of no longer speaking with 
voices] to see how it goes.” P 
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2: Therapeutic Techniques 
During therapy, the therapist and avatar incorporate a number of therapeutic 
processes to facilitate participant change at the relating and broader level (e.g., self-
esteem). From analysing AVATAR pilot recordings and the AVATAR therapy 
manual (Craig et al., 2015b), reviewing AVATAR therapy literature (Craig et al., 
2016; Leff et al., 2013; Leff et al., 2014) and consulting with AVATAR therapists, 
we developed six therapeutic macro codes: Promote Assertive Responding, General 
AVATAR Techniques, Making Sense of Voices, Self-Esteem, CBT Techniques and 
mentalising. Each of these macro codes were formed by a number of micro codes. 
Please see Table 2 for the therapeutic techniques manual. Each micro code is 
presented with corresponding descriptors and verbatim examples. 
Promote Assertive Responding  
Fundamental to the role of the therapist is supporting participants to stand up 
to the avatar (Leff et al., 2013). This is of particular importance in the first phase of 
therapy where the voiced avatar reflects a dominant-hostile position. During this 
stage, the therapist prompts assertive responses through reinforcement and if 
necessary, offers verbatim instructions. Therapists may provide general 
encouragement. For example, often participants may initially speak with their avatar 
in a barely audible voice (Leff et al., 2014). When this occurs, the therapist 
encourages participants to raise their voice.  
General AVATAR Techniques  
Participants often have some anxiety when initially engaging with the visual 
avatar (Craig et al., 2016). The therapists ensure that participants are comfortable by 
checking-in with them. Given that people who experience distressing voices relate to 
AVH from a position of subordination (Gilbert et al., 2001), to ensure this way of 
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relating is not played during therapy, participants are invited – as therapy progresses 
- to decide direction of therapy and/or to open up dialogue.  
Making Sense of Voices 
Cognitive models suggest anomalous experiences appraised as externally 
caused influence affective and behaviour responses (Garety et al., 2001). 
Therapist/avatar interactions which explore AVH as internally generated and/or links 
voices to past adverse experiences (including trauma and loss) were coded here. In 
addition to mean making links, promote disengagement considers the role of relating 
negatively to AVH.  
Self-Esteem 
A key phase of therapy is promoting self-esteem and agency (Craig et al., 
2016). As the sessions proceed, the avatar typically aims to improve self-esteem by 
asking about positive qualities/ask what other say/ ask about functioning. This may 
take the form of asking participants to bring in a list of positive qualities written by 
someone close to them (Craig et al., 2016). Positive evaluation of other may help 
participants acknowledge their own positive qualities and facilitate a self-
compassionate approach (Leff et al., 2014).  
CBT Techniques 
This macro code defines therapeutic techniques derived from CBT 
approaches. Normalising and validation/empathy are tools employed by the therapist 
and avatar.  The final stages of the intervention focus on participant’s hopes of 
recovery (Craig et al., 2016). Future-orientated interactions such as goal setting were 
recorded here.  
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Mentalising 
The ability to infer mental states of other individuals has been found to be 
impaired in people with schizophrenia (Frith & Corcoran, 1996). Aspects of 
AVATAR therapy have been conceptualised to draw on mentalising approaches 
(Brent & Fonagy, 2014). Reflection, changeability and holding other in mind were 
coded here. These micro codes are based on a mentalisation behavioural therapy 
manual (Bateman, Bales, & Hutsebaut, 2012) and the metacognition assessment 
scale (Semerari et al., 2003).
80 
 
Table 2: Therapeutic techniques manual 
 
Macro Code Micro Code 
Description 
Example 
General 
AVATAR 
Techniques 
Positive statement on recovery (voice specific) 
Statement communicating progress and success. 
 “But it’s good to hear that you’ve not been getting any 
bullying [voices] in the last week”. A 
Problem Solving (voice specific) 
Discussion of solutions for future hypothetical situations. 
 “So what will you do if you hear me again, will you 
stumble?”  A 
Check in (emotional state, distress, coping)  
Therapist checks in with participant regarding emotional state, distress levels, 
coping. 
 “Just want to check in again how you feeling?” T 
 
Coping with avatar dialogue* 
Participant confirms that they can manage dialogue. 
“I’m feeling much more confident about me talking to him 
today actually.”  P 
Distressed with avatar dialogue*  
Participant acknowledges difficulty managing dialogue. 
 “Yea, very difficult.”  P 
Participant invited to decide direction of therapy and/or to open up dialogue  
Allows for participant autonomy.  
“What do you want to say to me today?”  A 
Participant states direction of therapy*  
Participant able to inform of the direction of therapy. 
“Em, I want to say I’m an adult now and I make my own 
decisions…and I’m responsible for my own feelings?” P 
Participant does not state direction of therapy *  
Participant unable to inform of the direction of therapy and may require therapist 
guidance.  
“No, no I’d rather stop there.”P 
 
 
Promote 
Assertive 
Responding**  
Reinforce** 
Participant opposes avatar and therapist congratulated participant. 
 “That’s really good. You’ve done really well, you’ve got 
lots of positive stuff here.” T 
Verbatim instruction ** 
Therapist delivers a direct instruction.   
 
 “Say and now I’m going to leave you alone, I’m not going 
to listen to you anymore. 10 years is enough. Ok?” T 
General encouragement (inc. advice) **  
Therapist continues to encourage participant to be assertive with avatar. 
Therapist may also offer participant advice as to how to ‘deal’ with avatar. 
 “And I want you to, make it, mustn’t let him interrupt you, 
you must take command of the situation, alright?” T 
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Making Sense 
of Voices 
Links voices to inner beliefs 
Linking voice content to inner beliefs about the self (not necessarily involving 
internal generation, just content reflection). 
 “I’m beginning to see that but you know I’ve been echoing 
some of the things that you think about yourself. You’ve 
called yourself useless and worthless.” A 
Links voices to past adverse experiences (including trauma and loss) 
Linking voice content to past adverse experiences. 
 
“Yes you are. It was because of the nasty experiences I’ve 
had in my life and everything and em they have proven to be 
quite powerful.” P 
Voices as internally generated 
Voices as internally generated (attribution of source). 
“When you hear me it’s like a memory of who I use to be”. A 
Promote disengagement  
Consideration of how one relates to voices. Also may illustrate perpetuating role 
of engaging with voices. 
 “And then what we’ve been discussing about your worries 
and if how if he goes into your worries and if you have 
conversation it just keeps them going.” T 
Self Esteem & 
Agency 
Ask about positive qualities/Ask what other say/ Ask about functioning 
Questioning is aimed to improve self-esteem and self-agency.  
 “So what you reckon other people think about you then?” A 
 
 
Instil hope (inc. well-wishing) 
Well-wishing and expression of good will regarding continued broader successes 
and recovery.  
 “That would be good, I hope that works for you.” A 
Positive Evaluation of other 
Warm evaluation. Includes agreement with other’s attributes/self-praise/strengths.  
 “It’s kind of like people like you as well I always thought”. 
A 
Positive self-evaluation (inc. agreement with/what others say)* 
Positive comments about the self. Includes self-acknowledgement of achievements.  
 “Well my friends that I’ve got, my family like me, young 
people I do voluntary work like me, my doctors like me and 
em the people I go to the restaurants with.” P 
 
Positive self-agency (inc. socialising)* 
General personal agency statements. Includes more general acknowledgement of 
wider social/occupational functioning.    
 “No went out to [inaudible] with my mum, my sister and my 
nephew and we went to em John Lewis and we went to em 
the coffee shop there and we also went to em IKEA and had 
lunch in there.” P 
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Note. A = Avatar; P = participant; T = therapist. *Participant only code. **Therapist only code.  
Data for participant responses to therapeutic techniques do not form part of this investigation and therefore are not reported in this current thesis.  Please see 
appendix for further data. 
Participant not convinced of positive evaluation and/or self-agency* 
Reluctance/hesitancy to accept positive evaluations from others.  
 “Well I’ve got to give you some credit, I mean you’ve 
already got more stability in your life than you use to have. 
I’ve noticed that. Do you agree with that?A 
…Suppose, not enough though.” P 
CBT 
Techniques 
Normalising  
Therapist normalises participant emotional/behavioural responses to 
voices/events/therapy. 
“Yea, yea. Very common to feel, it’s a bit of an unusual 
thing but that’s a really good start.” T 
Goal setting/Identify goals (behavioural specific)  
Identification of activities and goals to work towards.  
 “That’s all quite a little way ahead but what you do in the 
next few weeks?” A 
 
Validation/empathy  
An emphatic response to participant’s feelings/behavioural responses to 
voice/events. 
 “Difficult one to come back to that one.” T 
 
 
 
 
Mentalising 
Reflection – self or mirroring other’s internal world (inc. explanation of 
own/other behaviour) 
Self-reflection or mirroring participant’s internal world. May connect emotions 
and thoughts to events.  
“You’ve seemed to have proved to be much stronger than 
you thought.” A 
Changeability (of one’s and/or other’s internal world, thoughts, feelings) 
Representation of self and others internal world as changeable and also that one’s 
opinions have changed. 
“And I wonder, the picture I’m getting of you is very 
different. As I said I have misjudged you.”  A 
Holding other in mind 
A statement that informs that one has been thinking about the other in the absence 
of ‘direct contact’. 
 “I’ve thought a lot about you during this time.” A 
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Coding Unit & Coding Instructions  
The coding unit was each vocal interchange between participant and/or avatar 
and/or therapist.  
Coding instructions (see Appendix 3) were developed to enhance objectivity 
and consistency of observations. There were several instructions to follow when 
coding. For example, one interchange (e.g., from the participant) may incorporate 
more than one micro code. To illustrate, a composite participant dialogue is as 
follows: “Just go away. Just go away, leave and never come back. I am not like you 
and never will be”. Following coding instructions this one vocal interchange would 
have two micro codes: separate – distance and separate – disaffiliate. 
Interrater Agreement  
Interrater agreement was assessed using percentage agreement and Cohen’s 
Kappa. Six transcripts were randomly selected (two from session one, two from 
session four and two from the last session). These were pulled together (creating 545 
coding units in total) and coded at the macro level by CO’B and MF-A.   
Percentage agreement and non-weighted Kappa values for the six transcripts 
are provided in Table 3. Percentage agreement values are acceptable (Barth et al., 
2017) and Kappa values are indicative of near perfect agreement (Landis & Koch, 
1977).  
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Table 3: Interrater agreement values for macro codes  
 
Macro Codes % Agreement  Kappa 
Controlling 74% .83 
Autonomy Giving 80% .86 
Submissiveness 71% .82 
Autonomy Asserting 83% .89 
General AVATAR Techniques 83% .89 
Promote Assertive Responding 89% .93 
Making Sense of Voices 71% .82 
Self-esteem 72% .82 
CBT Techniques 83% .90 
Mentalising 71% .82 
 
Procedure 
All AVATAR therapy sessions were audio-recoded with participant consent. 
Therapy sessions one, four and last were selected for the current study. These 
sessions were selected to ensure that the avatar transition in character and relating 
was captured. The avatar dialogic shift and reduction in hostility is appropriately 
timed by the therapist (based on individual’s formulation) but occurs by or during 
session four. At this stage, the avatar becomes more supportive and respectful (Leff 
et al., 2014).  
All AVATAR therapy sessions were transcribed by CO’B (75 in total). 
Written transcripts enabled a sequential unfolding of events and alleviated issues 
such as speed of interaction commonly found in coding verbal communications 
(Heyman et al., 2014). Following acceptable levels of interrater agreement, CO’B 
used the developed coding frame to code all transcripts. Data checks were conducted 
by CO’B. 
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Baseline Measures  
Baseline measures from the AVATAR RCT (Craig et al., 2015a) were used 
to describe the sample and two measures were included in exploratory analyses. The 
authors of this study were blind to all participant post-intervention outcomes. 
Sample Characteristics  
Psychotic Symptom Rating Scale – Auditory Hallucinations (PSYRATS-AH; 
Haddock et al., 1999). This is an 11-item scale measuring severity of AVH over an 
average week. Items include frequency, loudness, controllability, duration, and 
intensity of distress. Individual items are scored 0-4 with higher scores indicating 
greater severity. Total scores range from 0-44. It was developed for use with people 
with psychosis and has been extensively used in research. The PSYRATS-AH has 
demonstrated good validity and reliability (Haddock et al., 1999) and convergent 
validity with other similar psychiatric scales (Steel et al., 2007). 
Voice Power Differential Scale (VPDS; Birchwood et al., 2000) measures the 
perceived relative power differential between voice and voice hearer, including 
strength, confidence, respect, ability to inflict harm, superiority and knowledge. The 
scale involves presenting an incomplete sentence (e.g., “in relation to my voice I 
generally feel…”) which is followed by a series of five bipolar responses (e.g. “I am 
more powerful than my voice” to “my voice is more powerful than me”). The 
instrument has a total power score ranging 7-35, with higher scores indicating a 
greater power differential in favours of the voice. The scale has good psychometric 
properties (Birchwood et al., 2011). 
Beliefs About Voices Questionnaire - Revised (BAVQ-R; Chadwick, Lees, & 
Birchwood, 2000) is a 35-item self-report measure which focuses on the patient’s 
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beliefs about the voices and indexes how likely the voices are to affect behaviour. 
Three sub-scales measure beliefs about voices: omnipotence (six items), benevolence 
(six items) and malevolence (six items). Two further sub-scales measure emotional 
and behavioral relationships to AVH: resistance (five items on emotion and four on 
behavior) and engagement (four items on emotion and four on behavior). All items 
have a four-point response range (0 disagree – 3 agree strongly). The BAVQ-R is 
psychometrically reliable and valid (Birchwood et al., 2000) and has been 
extensively used in previous studies with psychotic samples (e.g., Trower et al., 
2004). The two subs-scales, omnipotence (range 0–18) and malevolence (range 0 – 
18), were used in this study.  
Exploratory Analyses: Social Adversity 
We wanted to explore the role social adversity has on participant relating. For 
this study, social adversity was conceptualised as reduced social support (Gayer-
Anderson & Morgan, 2013) and the experience of early childhood trauma.  
Social Support Questionnaire (SSQ; Sarason, Sarason, Shearin & Pierce, 
1987) assesses number of supportive contacts an individual believes they can turn to 
(across a range of situations) and perceived satisfaction with this. The shorter six-
item version was used in this study. Each item has two parts which derive two 
scores: number of perceived social contacts and satisfaction with social support. The 
first part measures the number of available others the participant feels they could turn 
to in various situations (e.g., “Whom can you really count on to be dependable when 
you need help?”). The second part measures degree of satisfaction with perceived 
support on a six-point scale ranging from “very dissatisfied” to “very satisfied”. 
Higher scores are indicative of greater perceived social support. The SSQ has 
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demonstrated sound psychometric properties (Sarason et al., 1987) and has been used 
with patient samples (e.g., Furukawa, Harai, Hirai, Kitamura & Takahashi, 1999). 
Childhood Trauma Questionnaire – Short Form (CTQ-SF; Bernstein et al., 
2003) was used to assess childhood trauma (before the age of 17). The 28-item 
version was derived from the original 70-item measure. It has five sub-scales (each 
consisting of five-items) designed to assess: emotional abuse, physical abuse, sexual 
abuse, emotional neglect and physical neglect. Three further questions assess 
minimisation/denial. Sub-scale total scores range from 5 – 25 and the CTQ-SF total 
ranges from 25 – 125. The CTQ-SF has consistently demonstrated excellent 
psychometric properties (Bernstein et al., 2003) and has been used across a wide 
range of patient samples and studies (Baker & Maiorino et al., 2010). 
Statistical Analysis  
Descriptive Results 
Only macro and micro coding data in line with the current aims and 
hypotheses of this investigation are presented in this thesis.  
All data was analysed using the statistical package IBM statistics 21 SPSS. 
To assess sample characteristics, t tests for parametric data, χ 2 tests for categorical 
variables and Mann-Whitney test for non-parametric data were conducted. 
Micro codes for the relating behaviours and therapeutic techniques provided 
descriptive data. These are presented in figures and visually maps changes over the 
three AVATAR therapy sessions. Verbatim examples from therapy sessions are also 
provided. 
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Hypotheses Testing  
Macro data was used for hypothesis testing. The five macro codes under 
investigation were: 1) avatar controlling behaviours; 2) avatar autonomy giving 
behaviours; 3) participant submissiveness; 4) participant autonomy assertive 
behaviours and; 5) therapist promoting assertive responding techniques.   
To asses change over time, independent repeated measures ANOVA were 
conducted for parametric data and Friedman test for non-parametric data. An alpha 
level of .05 was used for statistical significance. Appropriate post hoc analyses (with 
Bonferroni correction applied) were selected to assess direction.  
Power calculation was carried out a priori using the “G*Power 3” computer 
program (Faul, Erdfelder, Lang, & Buchner, 2007). We specified alpha to .05 and 
desired power to .80. Twenty-five participants were required to detect a medium 
effect size of .32 (Cohen, 1992).  
Results 
Sample   
Sociodemographic Characteristics  
Table 4 displays sociodemographic characteristics of participants randomly 
selected for the current study (n=25) and the remaining individuals in the AVATAR 
therapy arm (n=50). There were no differences across descriptors. The mean age of 
our subsample was 43, and the majority were male (n=18). In respect to ethnicity, 
just over a third (36%) were white British and just over another third (36%) were 
black. The majority of individuals were single, reporting few social contacts.  
89 
 
Table 4: Sociodemographic characteristics  
 
  Current Study  Statistic  
  Yes No    
  n=25 n=50 t df p 
Age, 
Years 
      
 Mean  
(SD) 
43.36  
(9.20) 
42.02  
(10.64) 
-.54 73 .57 
       
Social 
Support1 
      
 Mean number of Social 
Contacts 
(SD) 
1.93 
(1.54)a 
 
1.60  
(1.15)b 
 
-.10 70 .09 
 Mean Satisfaction with 
Social Support 
(SD) 
5.13 
(1.04)a 
 
4.89  
(1.21)b 
 
-.86 70 .12 
    x2 df p 
Gender       
 Male  18 39 .33 1 .57 
 Female 7 11    
Ethnicity    3.56 5 .61 
 White British 9 17    
 Black British 5 11    
 Black Caribbean 3 3    
 Black African 1 6    
 Asian Indian 2 1    
 Other 5 12    
Marital 
Status 
   4.18 
 
5 .52 
 Single 22 36    
 Divorced/separated 1 5    
 In a casual relationship 0 4    
 In a steady relationship 1 3    
 Married/cohabiting 1 1    
 Widowed 0 1    
Note. 1  As measured by the SSQSR.  an = 23; bn = 49. SD = Standard Deviation. df= Degrees 
of freedom.   
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Clinical Characteristics 
Table 5 presents clinical characterises of those participants included in this 
study (n=25) and the remaining individuals randomised to the AVATAR therapy arm 
(n=50). There were no differences in symptomology, perceived power of voices and 
beliefs about voices between groups. In our sub-sample, the majority of participants 
had a non-affective psychosis diagnosis (84%). Characteristics of symptoms, as 
measured by the PYSRATS-AH, are similar to other clinical samples representing 
high severity and less controllable AVH (Steel et al., 2007). Individuals tended to 
experience more than one voice, reflecting other similar investigations (McCarthy-
Jones et al., 2014). The median duration of illness was shorter in our sub-sample of 
participants (18 years) than those not included in the current study (23 years). 
However, when the outlier (51 years) is removed, the mean duration of illness 
between groups becomes non-significant. There were high rates of trauma in both 
groups, as measured by summed scores on the CTQ-SF. CTQ-SF total scores are 
comparable to sum scores reported in other psychosis studies (Mørkved et al., 2017).  
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Table 5: Clinical characteristics  
  Current Study  Statistic  
  Yes No    
  n=25 n=50 t df p 
PSYRATS -
AH 
Total 
      
 Mean  
(SD) 
28.44 
(4.42) 
30  
(4.81) 
1.36 73 .84 
VPDS Total       
 Mean  
(SD) 
21.52 
(6.55)a 
 
21.86  
(6.88)b 
 
.18 55 .78 
Malevolence1 
Total 
      
 Mean  
(SD) 
10.32 
(3.92) 
10.84 
(4.91) 
.46 73 .84 
       
Omnipotence1 
Total 
      
 Mean  
(SD)  
9.88 
(4.27) 
10.34 
(3.84) 
.47 73 .25 
CTQ-SF  
Total 
      
 Mean  
(SD) 
48.87 
(17.14)c 
 
46.42 
(17.47)d 
 
-.57 70 .99 
    x2 df p 
Diagnosis       
 Paranoid 
schizophrenia 
20 37 1.17 4 .88 
 Schizoaffective 
disorder 
3 5    
 Bipolar disorder 0 1    
 Unspecific non-
organic psychosis 
1 4    
 Depression with 
psychotic 
symptoms 
1 3    
Number of 
Voices 
   5.17 5 .40 
 1 Voice 4 13    
 2 Voices 6 11    
 3 Voices 3 9    
 4 Voices 2 1    
 5> Voices 6 5    
 Unsure/many 
voices 
4 11    
    U  p 
Duration of 
Illness, years 
      
 Median 
(SD) 
18 
(5.2) 
23 
(7.76) 
383 
 
 .01 
Note. an = 21;  bn = 36; cn = 24; dn = 48. SD = Standard Deviation. df = Degrees of freedom. 
1  As measured by the BAVQ-R. 
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Trauma  
Table 6 displays sub-scale scores and prevalence rates of trauma reported by 
those individuals included in this study (n=25). Moderate-to-severe scores on the 
sub-scales were used to indicate prevalence rates (Baker & Maiorino, 2010) and are 
as follows: emotional abuse 13+, physical abuse 10+, sexual abuse 8+, emotional 
neglect 15+ and physical neglect 10+.  
There are high rates of reported trauma with most participants (n=17) 
indicating that they had experienced at least one type of trauma in in the moderate-to 
-severe range. The findings reflect well established associations in patient 
populations (e.g., Mørkved et al., 2017).  
Table 6: Sub-scale total scores and prevalence of trauma sub-types 
 
Trauma Type1 Mean Total (SD) Median Prevalence* 
Emotional Abusea 11.54 (5.44) 10 10 (42%) 
Physical Abusea 8 (3.78) 7 5 (21%) 
Sexual Abuse 8.40 (6.01) 5 9 (36%) 
Emotional Neglect 13.00 (5.44) 12 9 (36%) 
Physical Neglecta 
 
8.54 (3.50) 8 10 (42%) 
Any Category of Trauma   17 (68%) 
Note. 1 As measured by the CTQ-SF. a One participant did not complete these subscales. 
*Number of participants who reported scores in the moderate-severe range.  
Sessional Structure  
Table 7 displays information on the makeup of face-to-face AVATAR therapy 
dialogue. These sessions averaged approximately 10 minutes and participants had the highest 
frequency of exchanges across all three sessions. Consistent with the therapy’s planned 
method (Craig et al., 2016), from the initial session there is a reduction in direct therapist 
input and an increase in avatar exchanges. 
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Table 7: Number of vocal exchanges per speaker and duration of each AVATAR dialogue 
therapy session 
 
 
Coding  
The examination of 75 therapy transcripts resulted in 8,058 codes. Please see 
Appendix 4, 5 and 6 for raw coding data (including percentage breakdown) of codes 
by AVATAR therapy session.  
The results presented here are by Relating Behaviours and then Therapeutic 
Techniques.  
1: Relating Behaviours  
Observed relating behaviours between participant and avatar over the course 
of therapy are shown below. Total frequency data for micro codes are presented first 
followed by inferential statistics at the macro level.  
  Therapy session 
Number of vocal exchanges 
 
 
1 
 
4 
 
Last 
 
Avatar 
 
Mean 
(SD) 
Range 
 
24.44 
(9.57) 
9-41 
 
53.05 
(24.80) 
17-117 
 
41.76 
(19.86) 
12-82 
 
Participant 
 
Mean 
(SD) 
Range 
 
39.72 
(13.04) 
10-62 
 
61.16 
(24.20) 
21-123 
 
47.12 
(19.46) 
16-84 
 
Therapist 
 
Mean 
(SD) 
Range 
 
20.04 
(7.43) 
8-34 
 
9.20 
(6.10) 
0-21 
 
6.04 
(6.44) 
0-31 
    
Session duration    
Minutes, 
seconds 
Mean 
(SD) 
Range 
7.28 
(2.42) 
3.34-13.09 
13.32 
(4.53) 
6.05-22.29 
10.47 
(5.77) 
3.50-28.19 
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Descriptive Results   
Controlling - Avatar 
Figure 1 displays total avatar controlling micro behaviours over the course of 
the three sessions. It illustrates that the most frequent controlling behaviour was 
abuse/insult/negative evaluation of other. During session one the avatar maintains a 
hostile position and examples of abusive dialogue include: “you’re stupid”, “slut, 
slut, you’re worthless” and “everybody hates you little man. Everybody can’t stand 
you”. The avatar is reluctant to change the relationship dynamic and this is observed 
in the number of holding on/reluctance to change relationship style seen in session 
one. For example, one participant tells the avatar they are a bully and not needed in 
their life to which the voiced avatar responds with “I’m not a bully, you need me”. 
By the final session the avatar engages in few controlling behaviours.   
Figure 1: Avatar micro controlling behaviours by therapy session 
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Autonomy Giving - Avatar 
Figure 2 displays total avatar micro autonomy giving behaviours over the 
course of therapy. It indicates that the avatar engages in more autonomy giving 
behaviours as therapy progresses. It achieves this (mainly) through negotiating/move 
towards emancipation. This peaks in session four. Examples of this observed code 
include “What do I have to do differently to not show you I’m trying to take 
control?” and “It’s quite true that you’re confident and that there’s no reason to be in 
your life anymore”. 
As therapy proceeds the avatar begins to relinquish power. Concession of 
power interchanges also peak in session four. Examples are as follows “I think that’s 
right. I felt the difference, like I don’t have the same power I had I use to over you” 
and “Well it totally sounds like I’m getting a bit weaker”. 
Figure 2: Avatar micro autonomy giving behaviours by therapy session 
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Submissiveness – Participants  
Figure 3 displays total participant micro submissive behaviours over the 
course of therapy. It illustrates a reduction in submissive relating between the first 
and final AVATAR therapy session. There are fewer speechless/hesitant and 
appeasement observed behaviours as therapy progresses. However, there is a spike in 
helpless (inc. reliance on others) behaviours during session four. Following one 
participant as an example, the participant is initially helpless about the voice-hearer 
relationship changing “…it’s not very nice for me to have to throw them away but 
since you’re saying I have no other choice”. During session four the same participant 
displays helpless behaviours but in reference to own self agency “Yea but still I’m 
mentally ill aren’t I so I can’t really be 100%, can I?” 
Figure 3: Participant micro submissive behaviours by therapy session 
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Autonomy Asserting – Participants   
Figure 4 displays total participant autonomy asserting behaviours over the 
course of therapy. It indicates that participants engaged in fewer autonomy asserting 
behaviours as therapy progressed. During session one, participants display high 
numbers of challenge/dismiss other’s assertion by responding to the avatar with 
phrases such as “I’m not nothing, I don’t have to listen to this” and “I’m not 
useless…I’ve got a degree, I’ve got my husband, I’ve got my child, everything that 
you never had”. During the first session participants tend to request the avatar to 
separate – distance. For example, “[you] can clear off and leave me alone” and 
“Leave me alone and don’t come back”. A self-agency example observed in session 
four is “No, I don’t have to listen to this anymore. You’re trying to take control again 
and I’m not going to let you”. As expected, the final session shows an increase in 
observed ending of relationship behaviours (e.g., “No and I want to say for finally 
yea, that I want this to be my final goodbye to you”). 
Figure 4: Participant micro autonomy asserting behaviours by therapy session 
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Relating Behaviours: Hypotheses Testing  
Table 8 displays macro codes under investigation over the course of AVATAR 
therapy.  
Table 8: Observed participant and avatar macro relating behaviours 
 
Hypothesis 1: There will be a reduction in observed avatar controlling 
behaviours over the course of therapy.  
There was a change in observed avatar controlling behaviours during therapy. 
Consistent with the hypothesis, there was a reduction in controlling behaviours from 
session 1 to 4 (Z = -3.97, p <.001) and from session 1 to last therapy session (Z = -
4.38, p <.001). There was no difference between session 4 and last (Z = -1.65, p = 
.09).  
Macro Codes Therapy session Statistical testing 
 1 4 Last x2 df p 
 Avatar observed behaviours    
Controlling 
Mean (SD) 
Median 
Min-max 
 
15.72 (6.18) 
15 
7-28 
 
3.64 (9.02) 
0 
0-37 
 
.48 (1.12) 
0 
0-5 
 
 
37.18 
 
 
2 
 
 
<.001 
    F  p 
Autonomy 
Giving 
Mean (SD) 
Median 
Min-max 
 
 
6.48 (4.37) 
7 
1-13 
 
 
14.12 (8.56) 
15 
1-34 
 
 
9.20 (5.66) 
1 
2-19 
 
 
10.91 
 
 
2,48 
 
 
<.001 
 Participant observed behaviours x2   p 
Submissiveness  
Mean (SD) 
Median 
Min-max 
 
5.68 (5.96) 
4 
0-29 
 
6.80 (8.42) 
3 
0-29 
 
3 (4.88) 
1 
0-23 
 
 
7.52 
 
 
2 
 
 
.02 
Autonomy 
Asserting  
Mean (SD) 
Median 
Min-max 
 
 
17.52 (8.90) 
17 
5-23 
 
 
12 (15.66) 
10 
0-70 
 
 
9 (6.66) 
9 
0-26 
 
 
 
16.64 
 
 
 
 
2 
 
 
 
<.001 
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Hypothesis 2: There will be an increase in observed avatar autonomy giving 
behaviours over the course of therapy.  
There was a difference in the observed avatar autonomy giving behaviours 
over the therapy sessions. There was a significant increase in autonomy giving 
behaviours from session one to four (t =-4, p <.001) but not between session one and 
last (t = -1.88, p = .07). There was a significant reduction in autonomy giving 
behaviours from session four to last (t = 3.10, p = .005).  
Hypothesis 3: There will be a reduction in observed participant submissiveness 
over the course of therapy. 
There was a change in observed participant submissive behaviours over the 
course of therapy. Consistent with hypotheses, there was a reduction in participant 
submissive behaviours from the first and last session (Z = -2.76, p =.006). There was 
no observed difference between session 1 and four (Z = -.39, p =.70) or between 
session four and last (Z = -2.33, p =.02).   
Hypothesis 4: There will be an increase in observed participant assertiveness 
over the course of therapy. 
There was variation in observed participant assertive behaviours over the 
course of therapy. Against predictions, there was a reduction in participant assertive 
behaviours from the first and fourth session (Z = -3.13, p =.002) and first and last 
session (Z = -3.69, p < .001). There was no difference between session four and last 
(Z = -.58, p =.56). 
2: Therapeutic Techniques  
Observed therapist and avatar therapeutic techniques are presented below. 
Total frequency data for micro codes are presented first for therapist and avatar, 
followed by inferential statistics at the macro level for the therapist only macro code 
promotE assertive responding. 
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Descriptive Results  
Promote Assertive Responding - Therapist 
Figure 5 maps total promoting assertive responding techniques over the three 
therapy sessions.  Reinforcing participant assertive behaviours (e.g., “that’s brilliant, 
yea that’s really good, that’s really strong, I want you to keep going like that ok”) 
were the most frequent. Verbatim instructions such as “say to her, I’m not prepared 
to listen to this anymore” and “speak to him, don’t speak like you’re talking about 
him. Rant to him and tell him, I’m not listening to you, I’m not going to take the 
drugs” were also frequently offered in the first session. There is a clear reduction in 
the therapist promoting assertive responding as therapy continues. 
Figure 5: Promoting assertive responding by therapy session 
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General AVATAR Therapy Techniques  
Figure 6 displays total general AVATAR therapy techniques. It indicates that 
therapist check in (e.g., “so, so you feeling alright?”) markedly reduces following the 
initial therapy session. From therapy session four, the avatar engages in more general 
AVATAR techniques, specifically problem solving (e.g., “so if you hear me can you 
just tell me to go away or you don’t have to listen to me?”)  and increasingly invites 
participant to decide direction of therapy (e.g., “what do you want to say to me 
today?”).  
Figure 6: Therapist/avatar general AVATAR therapy techniques by therapy session 
 
 
Making Sense of Voices  
Figure 7 maps making sense of voices techniques and shows that many of 
such techniques were delivered by the avatar. The voiced avatar focuses on linking 
voices to inner beliefs (e.g., “well you worry about being harsh, you worry about 
being bad, and I’ve only said those things”) and linking voices to past adverse 
experiences (e.g., “I’m just an echo of the bad things you’ve heard said to you”). The 
therapist tended to promote disengagement from voices (e.g., “Don’t answer it, that’s 
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Figure 7: Therapist/avatar making sense of voices techniques by therapy session 
 
 
Self-Esteem  
Figure 8 illustrates the emphasis AVATAR therapy places on self-esteem 
work. This is almost exclusively delivered by the voiced avatar. During session four 
the avatar frequently asks about positive qualities. For instance, the avatar becomes 
inquisitive (e.g., “What are your strengths?”), may ask about what others think about 
the participant (e.g., “What do you think she’s talking about when she says you’re 
loyal and caring?”) and focuses on participant identity and agency (e.g., “Yea that’s 
good. You use to be a welder before didn’t you?”). Reflecting avatar’s transition 
from session four, there is an increase in the number of positive evaluations of other. 
Examples include, “that’s why you’re a good person” and “What your friends and 
family say about you it’s true”. In the final session, there is an increase in the number 
of avatar instilling hope/well-wishing such as “This may not mean much, coming 
from a man like me but you do deserve a good life.” and “…I’m sure you can do it 
and I wish you very well with that”. 
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Figure 8: Therapist/avatar self-esteem techniques by therapy session 
 
 
CBT Techniques 
Figure 9 displays CBT techniques over the three sessions. The therapist 
engages in a small number of CBT techniques in the first phase of therapy such as 
normalising (e.g., “It can be a bit strange at first for people but you you’re doing 
absolutely brilliantly”) and validation/empathy (e.g., “…I know this is tough”). From 
session four onwards the avatar mainly delivers CBT techniques. The avatar 
becomes more validating (“e.g., I hear what you’re saying. That must make things 
difficult, trying to do things in the real world”) and as therapy draws to a close, there 
is an increase in avatar goal setting techniques such as “What other parts of your life 
you going to pick up?” and “So what is the first step?” 
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Figure 9: Therapist/avatar CBT techniques by therapy session 
 
 
Mentalising 
Figure 10 illustrates how the number of mentalising techniques increase from 
session one. There is a spike in the number of reflections during session four 
typically from the voiced avatar. Examples include “Well I have a feeling that you 
start to doubt yourself again” and “You must admit you see yourself as a little girl 
too, a frightened little girl”. From session four the avatar also acknowledges that their 
opinion has changed (changeability) and includes examples such as “I clearly got it 
very wrong about you” and “You know sometimes you can make a mistake about 
someone”. Avatar holding other in mind (e.g., “I thought about what you said last 
week”) is seen to a lesser extent.  
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Figure 10: Therapist/avatar mentalising techniques by therapy session 
 
 
Therapeutic Techniques: Hypothesis Testing  
Hypothesis 5: There will be a reduction in therapist promoting assertive 
responding techniques over the course of therapy. 
Table 9 indicates that there was a change in observed promoting assertive 
behaviours techniques over the three therapy sessions. In line with hypothesis, there 
was a reduction in direct therapist intervention from session one to four (Z = -4.20, p 
<.001), first to last session (Z = -4.35, p < .001) and session four to last (Z = -2.71, p 
=.007).  
Table 9: Observed therapist promoting assertive responding techniques 
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conducted. Tests of significance were two-tailed. Spearman correlations are 
presented in Table 10. No significant associations were found between any of the 
total sub-scale scores of the CTQ-SF (including CTQ-SF total) and participant 
submissiveness/assertiveness. 
With respect to social support, higher number of social contacts was found to 
be associated with fewer total submissive behaviours. However, this association does 
not remain significant when controlled for multiple testing (as significance level re-
set to p <.006). No significant relationships between satisfaction with social support 
and overall submissive and assertive behaviours were found.  
Table 10: Correlations between observed participant relating behaviours and baseline 
measures 
 
Baseline 
Measures 
 Participant 
Submissiveness 
rs,   
Participant  
Assertiveness 
rs,  
Trauma Sub-
Scale Totals 1    
Emotional Abusea 
 
-.39, p = .051 -.07, p = .75 
Physical Abusea 
 
-.03, p =.85 -.01, p = .69 
Emotional Neglect 
 
-.08, p = .70 .32, p = .12 
Physical Neglecta 
 
-.20, p = .33 -.22, p = .29 
Sexual Abuse 
 
.18, p = .40 -.14, p = .52 
CTQ-SF Total 
 
-.27, p = .19 
 
-.28, p = .18 
Social 
Support2 
Number of Social Contactsb 
 
-.51, p = .01* .12, p = .60 
Satisfaction with Social 
Support b 
.10, p = .96 .16, p = .57 
rs,  = Spearman correlation.  a n = 24; b = 23. 1As measured by the CTQ-SF.2 As measured by 
the SSQSR. *p <.05.  
Discussion 
AVATAR therapy incorporates cognitive and interpersonal understandings of 
voice hearing into a novel intervention. This relational approach aims to target 
putative mechanisms of AVH distress such as voice control/power and hearer self-
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esteem (Craig et al., 2015a). Like all manualised interventions, a key stage of 
evaluation is the examination of its intended techniques during therapy (Onwumere 
et al., 2009). 
This study developed a coding frame which allowed a fined grained analysis 
(producing 8,058 codes) of AVATAR therapy dialogue. To our best knowledge, this 
is the first study to map relating behaviours observed between participants and their 
dominant voice, in this case represented as a visual representation (avatar). The 
results illustrate that the relating profiles of both participants and avatars change over 
the course of AVATAR therapy dialogue. The data provided here details key 
AVATAR therapy ‘ingredients’ and indicates that there is indeed a intended shift 
from the initial phase of therapy - with focus on voice relating, to a second phase - 
with focus on self-concept and self-esteem (Craig et al., 2015a).  
AVATAR Therapy: Changing the Relationship with Voices 
Reducing Voice Dominance  
AVATAR therapy shares a commonality with other psychological 
interventions in that a key aim is to increase participant assertiveness and reduce 
voice dominance (Craig et al., 2015a). Our data illustrates how AVATAR therapy 
works to achieve this. Distressing AVH are typically characterised by negative 
content (Beavan & Read, 2010; Nayani & David, 1996) and this is reflected in the 
high frequency of avatar abusive behaviours observed in the initial session. Our 
findings do indicate that following the first session, the avatar moves away from a 
dominating way of relating: there is a significant reduction in controlling behaviours 
and a significant increase in autonomy giving behaviours. 
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Individuals who hear voices often relate to them from a position of passivity 
and subordination which AVATAR therapy aims to challenge. Data presented here 
highlights the role the therapist plays in supporting participants respond assertively to 
the avatar. Therapists’ promote assertive responding mainly through positively 
reinforcing assertive behaviour and offering verbatim instructions. This is seen most 
frequently in the first AVATAR therapy session. In line, participants displayed the 
highest number of assertive responses when they were supported directly by the 
therapist.  
Following from this first session, we predicted that participant assertiveness 
would continue to rise over the course of AVATAR therapy. Instead we found a 
reduction over the course of therapy. There are several interpretations of this finding. 
We have outlined that assertive responses are very much promoted in session one 
and therefore the reduction in assertiveness reflects a change in therapy direction 
e.g., from session four more time is spent on enhancing participant self-esteem. A 
further interpretation (not necessarily independent) is that the reduction in participant 
assertive responses mirrors a decrease in avatar controlling behaviours. Following 
the tenets of complementarity (Benjamin, 1989), perhaps then it is not surprising that 
as avatar controlling behaviours reduce, participant assertive responses are no longer 
required.  
Reducing Hearer Submissiveness  
Although there was an overall fall in submissive behaviours by the final 
session of therapy, a closer inspection of the data reveals a spike in the helpless 
responses during session four. One account of this unexpected observation is that the 
focus of AVATAR therapy changes in session four, with more emphasis on self-
esteem work. Individuals with schizophrenia often experience a loss of self-agency 
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(Davidson & Strauss, 1992) and therefore a rise in helpless behaviours in response to 
more active, goal-orientated discussion may have been expected. Furthermore, it has 
been noted by the trial therapists (Craig et al., 2016) that for few individuals with 
entrenched low self-esteem, this stage (i.e., hearing positive evaluations) is a difficult 
or even an aversive experience. This may go some way in explaining why participant 
helplessness was highest in this initial phase of treatment. It also highlights the need 
for psychological therapies to foster a more functional sense of self in this population 
(Davidson & Strauss, 1992).   
Our exploratory analysis tentatively points towards a relationship between a 
lack of social contact and overall voice related submissiveness. Although this was a 
trend finding, it adds further support to the suggestion that social relating influences 
AVH relating (Birchwood et al., 2004; Hayward, 2003).  
AVATAR Therapy: Beyond the Voice-Hearer Relationship 
Consistent with the therapy’s aim (Craig et al., 2015a), our findings do 
indicate that the avatar becomes more conciliatory and supportive from session four, 
initiating a second phase of treatment. During this phase, more time is spent on 
problem solving techniques, promotion of agency through various forms (e.g., asking 
participants to decide direction of therapy, future goal setting) and making sense of 
voices. This is now nearly exclusively delivered by the avatar. For example, the once 
hostile avatar now offers frequent positive evaluations. Appraisals from significant 
others are thought to play a key role in improving self-esteem (Crocker & Major, 
1989) and given that voice hearers do forge relationships with their voices, often 
built over many years (Gilbert et al., 2001), hearing the avatar positively evaluate 
their qualities may have proven particularly validating.  
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Certain aspects of AVATAR therapy have been construed to be similar to 
mentalisation based approaches (Brent & Fonagy, 2014). Our observations show a 
high number of mentalising type interactions during AVATAR therapy dialogue. In 
many instances the avatar offers reflections, ‘mirroring’ the internal mental states of 
participants. In addition, the voiced avatar is seen to explain persecutory behaviour 
and informs participant that ‘their’ opinion (usually about the participant) has 
changed. An intriguing line of enquiry is whether these interactions are successful in 
facilitating participants to explore their own and others mental states, in keeping with 
what mentalisation approaches would aim for (Bateman et al., 2012).  
Trauma and Relating Styles 
We conducted exploratory analyses to assess whether early childhood trauma 
was linked to overall submissive and assertive relating behaviours. We found no 
association between any variables which may seem surprising given the high rates of 
trauma reported here and moreover, the role trauma is suspected to play in the 
formation of interpersonal and role-related schemas (Birchwood et al., 2004). One 
possible explanation is that the correlational analyses was conducted among a small 
sample size. Therefore, it is difficult to determine whether the findings represent a 
genuine non-association or lacked power to detect a correlation. Alternatively, 
childhood trauma may influence other interpersonal behaviours not necessarily 
expected to be observed in AVATAR therapy. For example, violent behaviour 
(Ruddle, Pina, & Vasquez, 2017) or social withdrawal (Alden & Taylor, 2004), areas 
not investigated in this thesis. 
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Clinical Implications  
The findings from this study provide a number of clinical implications. 
Firstly, the findings do indicate that hearers’ relating behaviours to distressing voices 
are amenable to change, at least in the context of AVATAR therapy. This is 
encouraging given that the participants included in this study presented with high 
levels of symptomatology and an established course of illness. Secondly, an aim of 
this study was to assess whether AVATAR therapy delivers what it intends to 
deliver. Our findings provide support that the key ingredients outlined in the protocol 
(Craig et al., 2015a) are observed during AVATAR therapy dialogue. Thirdly, our 
findings tentatively suggest that assertiveness training may not always be indicted in 
therapeutic work. We speculate that more important than being assertive is not being 
in a hostile relationship where you need to be. Fourthly, the relationship between 
diminished social contact and submissive behaviours indicates the importance that 
increased social contact may serve in improving relationships with voices. How 
people relate socially is mirrored in the voice hearing relationship (Hayward, 2003) 
and therefore improving social schema may influence a change in the voice hearing 
relationship (Birchwood et al., 2004). Fifthly, our findings elucidate the importance 
of thorough assessments of individuals’ beliefs about the origin of their voices (Craig 
et al., 2016). For some participants therapy dialogue very much focused on AVH as 
internally generated. For others, therapy focused on weakening the perceived power 
of an identified external other. Sixthly, the number of coded participant relating 
behaviours suggest that voice hearing can be conceptualised (at least within as a sub-
sample of distressed voiced hearers) as an interpersonal experience.  
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Limitations and Areas for Further Investigation 
Several limitations warrant consideration. This study only included 
AVATAR therapy completers. Therefore, this sample may not be representative of a 
wider group of individuals who experience distressing AVH. Moreover, there may 
have been key differences in relating styles between those who completed the trial 
and the approximately 20% of individuals who did not (Craig et al., 2016). For 
instance, they may have presented with higher submissive and fewer assertive 
behaviours. The frequency of observed participant interpersonal behaviours in this 
investigation supports working relationally with distressing AVH. However, we 
accept that this is within a specific therapeutic environment and that not all hearers 
feel they have a relationship with their voice (Chin, Hayward, & Drinnan, 2009). 
Subsequently, the results of this study may have limited generalisability. 
Although the development of the coding frame was informed by the research 
questions and relevant theory, we did not follow a priori methodological plan. This is 
not uncommon (Bakeman & Gottman, 1997). However, we are aware that this may 
have influenced interpretations of behaviours under investigation. To ensure 
consensus and ‘credibility’ of findings, additional ‘audits’ and triangulation with 
external factors, such as participant outcomes, could be conducted (Elliott, Fischer, 
& Rennie, 1999). A further methodological limitation was categorical coding. This 
meant that the dimensional aspect of a behaviour (e.g., degree of abuse, degree of 
assertiveness) could not be assessed. Further work could code behaviours at a 
dimensional level to enable an assessment of more subtle changes. Although our data 
suggests that individuals grew in confidence in confronting their avatar as therapy 
progressed (an indirect measure being that therapist behaviour reduced) this was not 
measured. Future research could assess this formally. This could be achieved by 
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measuring the emotional intensity of participant dialogue (e.g., Warwar & 
Greenberg, 1999). 
We were unable to assess attachment security among participants. This was 
unfortunate given the role attachment has in shaping relationship patterns and 
regulating affect (Read & Gumley, 2008). Further work could investigate whether 
attachment type is associated with changes in voice hearer relating.  As observed in 
the final therapy session, for a small proportion of individuals there was a degree of 
ambivalence about ending the relationship with their voice (avatar). The implication 
of this finding is that although voices can be hostile, losing a relationship – perhaps 
where individuals have few – is more concerning (Gilbert et al., 2001). Indeed, some 
findings point towards voices, irrespective of content, acting as an adaptive function 
particularly among those with a lack of social contact (Mawson, Berry, Murray, & 
Hayward, 2011). Further research could explore whether ambivalence around ending 
a relationship with voices is more prevalent among people with fewer social contacts.  
We acknowledge that our findings only pertain to one aspect of the 
AVATAR therapy ‘package’ – the voiced dialogue. Therefore, this study is unable to 
comment on the preparatory work (e.g., role plays) which takes place between 
participant and therapist, pre-and-post dialogue session. Finally, although this study 
was successful in detailing the techniques delivered to target putative mechanisms of 
voice related distress, it cannot offer an account on the effects these had on 
outcomes. Future work is needed to explore these putative mechanisms and examine 
the effect they exert (Rollinson et al., 2008), which is one aim of the RCT (Craig et 
al., 2015a).   
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Conclusion  
The development of a coding framework enabled a detailed investigation of 
relating behaviours between participant and avatar, as-well-as providing an insight 
into the therapeutic techniques involved within AVATAR therapy dialogue.  The 
findings support the conceptualising of voice hearing as an interpersonal experience 
and demonstrate how the relating profiles of participants and avatars change over the 
course of therapy. Results recorded here also indicate that the intended techniques of 
AVATAR therapy are observed during therapy dialogue.  
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Introduction 
In this section, I offer a critical appraisal on the development of the coding 
framework presented in Part II of this thesis. I begin by highlighting the importance 
of analysing psychological interventions and then provide a further insight into how 
we attempted to achieve this in the context of AVATAR therapy. I will describe 
some of the methodological challenges I encountered and provide some reflections 
on the research process.   
Looking Inside the ‘Black Box’ 
Many, arguably most, psychological interventions can be considered complex 
in that they incorporate numerous interacting components, require the delivery of a 
number of techniques and permit a varying degree of flexibility in their delivery 
(Grant, Treweek, Dreischulte, Foy, & Guthrie, 2013). This poses a challenge for 
intervention development as-well-as evaluation (Craig et al., 2013).  For instance, 
interventions which do not identify targeted processes and mechanisms – 
pejoratively labelled as ‘black box’ (Wight & Obasi, 2003) – provide limited 
valuable information even from randomised controlled trials (Campbell et al., 2007). 
If results are non-significant one is left wondering whether it’s due to the inherent 
failure of the developed intervention or instead, due to implementation failure 
(Oakley et al., 2006). Equally, if results are significant one is left considering what 
are the ‘active ingredients’ that led to change (Craig et al., 2013).  
Understanding the way in which an intervention is implemented provides 
invaluable information on outcomes (e.g., why it worked or not) and contributes to 
the understanding of putative mechanisms of change (Rollinson et al., 2008). The 
identification of active ingredients is not always straightforward despite the presence 
of standardised manuals (Craig et al., 2013). For example, therapists shape the 
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techniques prescribed by the intervention (Dunn et al., 2012) and these techniques 
can number many. This is highlighted in Morrison and Barratt’s (2010) Delphi study 
where 77 key components of cognitive behavioural therapy (CBT) for psychosis 
were endorsed. The sheer volume of possible prescribed techniques coupled with a 
degree of delivery flexibility clearly poses a challenge in adherence rating 
(Perepletchikova & Kazdin, 2005). However, this should not deter inquiry (Dittmann 
et al., 2017) and it is encouraging to see that more methodological robust trials and 
interventions are paying greater attention this phase of evaluation (e.g., Birchwood et 
al., 2014).  
A Good Theory-Testing Tool 
Once a research question has been formulated the next step is deciding what 
methodology to use. In the examination of AVATAR therapy, a method which 
enabled the measurement of relating behaviours and therapeutic techniques was 
required. Given that we had access to audio-recordings of AVATAR therapy, 
behavioural observation seemed the obvious method of choice. Although an umbrella 
term, behavioural observation is generally considered to refer to the systematic 
recording of predefined behaviours of interest (Heyman, Lorber, Eddy & West, 
2014). This method is appealing to researchers for several reasons. The method is 
systematic and provides an objective quantitative account of an event or behaviour 
under investigation across a given course of time (Heyman et al., 2014). Furthermore 
– and fitting to the research questions outlined in section II of this thesis – the 
method is also of particular value when processes and not outcomes are the area of 
research interest (Bakeman & Quera, 2011). Where telescopes are the tools of choice 
in astronomy, coding frames are the tools of choice in observational methods 
(Bakeman & Quera, 2011). These “theory testing tools” (Heyman, 2014, p. 345) are 
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formed by a number of codes, each of which having roots in theory and links to the 
research questions.   
‘Borrowing’ Coding Frames?  
Using a standardised coding system is an exciting prospect for any 
researcher. They offer a tantalising shortcut; the codes have been developed and 
validation and reliability checks completed. However, I was unable to find an 
existing coding frame which would meet the demands of the research questions we 
proposed. To our knowledge, no behavioural observation system has been developed 
to map relating behaviours between voice hearers and their voices in such a novel, 
‘live’ way - as occurs in AVATAR therapy. At this stage I came across Bakeman and 
Gottman’s (1997) particularly fitting analogy which reads “we sometimes hear 
people ask: do you have a coding system I can borrow? This seems to us a little like 
wearing someone else’s underwear (p. 15)”.  This proved a useful comparison and 
reminded me that coding frames are unique and grounded in the specific theory 
under investigation. What works for one study does not necessary fit another. 
Therefore, the challenge was to develop a coding system which accurately measures 
the behaviours and techniques specific to AVATAR therapy dialogue.  
Like most researchers who have experience in developing coding systems, we 
found the development of a coding framework an iterative and lengthy process. The 
coding system should fit the hypotheses under scrutiny and therefore a large 
proportion of time and effort is rightly spent at this stage (Heyman et al., 2014). We 
developed codes from a variety of information sources. These included: reviewing 
the literature, examining other established coding systems, listening to pilot tapes and 
holding consensus meetings with AVATAR trial therapists. Although this ensured 
completeness, it led to a challenge in determining how fine-grained the frame would 
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be. We wanted to ensure the coding frame captured general themes (e.g., controlling 
type behaviours, self-esteem work) but also wanted to detail specific behaviours 
(e.g., abusive behaviours, positive evaluation of other). The final decision to code at 
both the micro and macro level offered the ‘best of both worlds’ (Heyman et al., 
2014). It enabled us to “brush with broad strokes” (Bakeman & Quera, 2011, p. 19), 
without losing fine detail.  
The number of codes to include posed a further challenge. Too few and we 
ran the risk of missing key behaviours, too many and the coding measure becomes 
unworkable. The risk at this stage is that one can easily get lost in trying to capture a 
seemingly infinite number of behaviours. For example, I often left with increasingly 
more and more behaviours to record after listening to AVATAR therapy pilot tapes. 
At times, I felt I was veering off course. Fortunately, regular meetings with my 
supervisor ensured that developed codes were more in line with the aims of the study 
and theoretical underpinnings of the intervention. Furthermore, what I found helpful 
was remembering that all codes should justify their place in the coding manual 
(Bakeman & Quera, 2011). If codes were not observed in the piloting phase or not 
clearly connected to relevant theory and/or or to the research questions, they were 
removed.  
Observer accuracy is fundamental to observational research. Another 
challenge I encountered and one that warrants consideration, was that that I was 
analysing an intervention that I myself was invested in. Prior to doctoral training I 
had worked on the AVATAR randomised controlled trial. I was therefore aware 
about the theoretical underpinnings and rationale of the trial, enthusiastic about the 
intervention’s promise and had an allegiance with the AVATAR team. I found 
myself in the unenviable position that potentially my research could disconfirm the 
131 
 
proposed therapeutic techniques delivered in AVATAR therapy dialogue. On the 
other hand, I did not want to be so caught up with my own preconceived ideas of the 
benefits of AVATAR therapy that I would ‘see only what I   wanted to see’. A 
parallel with qualitative research and in particular the concept of ‘bracketing’ (Starks 
& Brown Trinidad, 2007) can be drawn. I had to recognise my prior knowledge and 
indeed hopes of the trial and attend to the question of interest with an open and 
objective mind. What helped improve objectivity was developing clear instructions 
and a coding manual. The former provided special rules (e.g., what to do when there 
are multiple codes in one coding unit). The latter offered coding definitions, included 
verbatim examples and noted similarities and differences between coded behaviours.  
The Trials of Observational Coding 
Coding systems are clearly appealing when analysing behaviours (Heyman, 
2001). However, developing a coding frame and transcribing data is a huge 
undertaking with some notable downsides. Given our research aims and hypotheses, 
the translation of spoken words into clear coding units was necessary. Transcribing is 
a labour-intensive and time-consuming process with even several minutes of 
recording taking several hours to transcribe (Margolin et al., 1998). There was added 
complication due to the sample included in the AVATAR study. Participants tended 
to be chronic, treatment refractory voice hearers and at times there was a derailment 
in conversation. This added a further layer of difficulty in following the thread of 
conversation. Additionally, due to the necessity of recreating a realistic voice hearing 
experience, the created avatar often spoke with a distinct accent and/or used various 
unfamiliar - to me at least - colloquialisms. This further delayed the transcribing 
process. With respect to transcribing, personally I found having clear completion 
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dates to work towards and blocking out days at time, where I could immerse myself 
in the transcribing process, most beneficial.   
Ensuring appropriate specificity and reliability means that any coding frame 
goes through several phases of development before its deemed sufficient to attempt 
to answer the research questions. For example, Patterson (1982) built their 
framework over several decades. Although our methodological development 
numbered months, not decades, we share similar experiences in that our coding 
system was tried and tested numerous times. Indeed, the framework presented in the 
thesis is the finished product of 17 rounds of amendments and refinements.  Finally, I 
do agree with Margolin et al. (1998) who described the coding process as “unwieldy 
and messy” (p. 29). The method requires great patience, focus and commitment. The 
‘carrot at the end of the stick’ is however the detailed, rich results they provide.  
The Nature of AVATAR Therapy Dialogue  
I feel no final reflection could be complete without commenting on the nature 
of dialogue observed in the therapy audio-recordings. AVATAR therapy aims to 
accurately recreate the experience of distressing voices (Craig, Ward, & Rus-
Calafell, 2016). An extension is that the content of the avatar dialogue, at times, was 
extremely negative. In the initial phase of treatment, threats of violence and racist 
remarks are commonplace. These are of course voiced by the trial therapists, who do 
point out that such enactments go against every grain of a therapist’s instinct and 
professional practice (Craig et al., 2016). When transcribing AVATAR therapy 
sessions much of the initial content of the voiced avatar sat uncomfortable with me. 
However, understanding the rationale behind this phase of treatment (i.e., exposure 
to distressing stimulus to reduce anxiety; Craig et al., 2016) allayed concerns. 
Supporting patients to ‘face their fears’ is after all a common element of 
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psychological therapies such as CBT. What’s more, the benefits of the intervention 
seemed apparent to me when I heard the voice of a once barely audible individual 
speak assertively and confidently come the final session of AVATAR therapy.  
Links to Clinical Practice   
Although undertaking any research project presents challenges and at times 
disappointments, the transfer of research findings to clinical practice should inspire. 
After all, “working with patients is the crucible” (Leff, 2017, p. 52). The research 
process as a whole offered theory-practice links. I had a privileged position whereby 
I could hear and learn from highly experienced clinicians. I observed how these 
therapists sensitively supported individuals become more assertive to their avatars. 
This helped me consider how patients can be supported to confront and challenge 
persecutory voices within clinical settings. During clinical placement, I was also able 
to apply some of the emerging theoretical understandings of voice hearing. For 
example, exploring similarities between voice and social relating (Hayward, 
Overton, J., Dorey, & Denney, 2009) when working with clients who experience 
distressing voices. 
Further Limitations to Consider 
The developed methodological tool has some limitations of note and areas for 
further development. As outlined in part II of the thesis, we did spend considerable 
time assessing the face validity of the developed items. This was achieved by 
reviewing literature, analysing pilot tapes and discussing item development with 
AVATAR therapists. Clearly further developmental work is needed. It would be 
important in the next phase of development to assess the construct validity of 
developed items. For example, using alternative measures of behaviours (e.g., such 
as the Voice Power Differential Scale; Birchwood, Meaden, Trower, Gilbert, & 
134 
 
Plaistow, 2000) to assess similar underlying item constructs (e.g., perceived power). 
Furthermore, we are aware from our coding that certain items seemed to overlap. To 
tighten the coding system a factor analysis seems indicated to ascertain factor 
structure (Floyd & Widaman, 1995). 
Rather disappointingly this project failed to recruit the expertise of a service-
user. This was planned but time constraints did not permit implementation. Service-
user involvement would have ensured that the questions posed in this thesis were 
relevant to the concerns of the service-users themselves. In addition, although the 
developed codes presented in this project stem from literature and theory, the 
terminology (e.g., submissive, autonomy asserting, mentalising etc.) may not 
appropriately fit with service-users’ experiences. Consultation with a service-user 
may have resulted in different language been presented, potentially enhancing the 
translational value of the study (Ennis & Wykes, 2013). Finally, service-user 
involvement would have further enhanced the ‘credibility’ of the coding system 
through triangulation and respondent validation (Barker, Pistrang, & Elliot, 2002).   
Conclusion 
Analysing interventions not only ensures prescribed technique are 
implemented as intended (Onwumere et al., 2009), they can go some way in helping 
us understand the effects targeted mechanisms have on outcomes (Craig et al., 2013). 
There are many ways this can be achieved and it’s encouraging to see that new 
interventions pay careful consideration to this phase of development. We developed 
a coding frame to analyse relating behaviours and therapeutic techniques 
implemented in AVATAR therapy. The development of any behavioural observation 
measurement throws up challenges, which at time do seem insurmountable. The 
development journey is long and arduous; the collection of data, irksome. However, 
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with a thorough understanding of the theoretical and methodological literature, 
creation of standardised operating procedures (e.g., coding manuals) and supportive 
guidance from supervisors, these challenges can be overcome.  
I conclude this critical appraisal by offering some reflections on behavioural 
observation and coding. These derive from a combination of the guidance I sought 
(e.g., Heyman et al., 2014) and what I learned on this research journey. They are as 
follows: 1) make each code count! Developed codes should justify their inclusion 
with roots in theory and clear links to the research questions. If a code does not meet 
these criteria, remove it; 2) spend sufficient time developing the coding frame. 
Although at times a seemingly unending process, it’s better to ensure you have what 
is needed than end up missing key components; 3) this however needs to be balanced 
against an awareness that one cannot capture everything. New unpredicted 
behaviours will emerge, which if significant enough can spur further development 
and research; 4) the development of a coding frame is a daunting task and I can 
certainly attest to the frustrations and effort behavioural coding systems entail. 
However, the fruits of the labour are found in the rich and detailed results they 
provide.  
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IRAS Project Filter 
The integrated dataset required for your project will be created from the answers you give to the 
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your study type and (b) are required by the bodies reviewing your study. Please ensure you answer 
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characters)  Reducing the frequency and severity of voices: 
AVATAR Clinical Trial  
1. Is your project research?  
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 Clinical trial of an investigational medicinal product 
 Clinical investigation or other study of a medical device 
 Combined trial of an investigational medicinal product and an investigational medical device 
 Other clinical trial to study a novel intervention or randomised clinical trial to compare interventions 
in clinical practice 
 Basic science study involving procedures with human participants 
 Study administering questionnaires/interviews for quantitative analysis, or using mixed 
quantitative/qualitative methodology 
 Study involving qualitative methods only 
 Study limited to working with human tissue samples (or other human biological samples) and data 
(specific project only) 
 Study limited to working with data (specific project only) 
 Research tissue bank 
 Research database 
  
If your work does not fit any of these categories, select the option below:  
  
 Other study 
  
2a. Will the study involve the use of any medical device without a CE Mark, or a CE marked device 
which has been modified or will be used outside its intended purposes?  
  Yes       No 
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2b. Please answer the following question(s):  
a) Does the study involve the use of any ionising radiation?   Yes       No 
b) Will you be taking new human tissue samples (or other human biological samples)?   Yes     
  No 
c) Will you be using existing human tissue samples (or other human biological samples)?  Yes     
  No 
  
3. In which countries of the UK will the research sites be located?(Tick all that apply)  
 England  
 Scotland  
 Wales  
 Northern Ireland  
3a. In which country of the UK will the lead NHS R&D office be located:  
 England 
 Scotland 
 Wales 
 Northern Ireland 
 This study does not involve the NHS 
  
4. Which review bodies are you applying to?  
 HRA Approval 
 NHS/HSC Research and Development offices 
 Social Care Research Ethics Committee 
 Research Ethics Committee 
 Confidentiality Advisory Group (CAG) 
 National Offender Management Service (NOMS) (Prisons & Probation) 
  
For NHS/HSC R&D offices, the CI must create Site-Specific Information Forms for each site, in addition 
to the study-wide forms, and transfer them to the PIs or local collaborators.  
 
  
5. Will any research sites in this study be NHS organisations?  
  Yes       No 
  
5a. Are all the research costs and infrastructure costs for this study provided by an NIHR 
Biomedical Research Centre,  
NIHR Biomedical Research Unit, NIHR Collaboration for Leadership in Health Research and Care 
(CLAHRC) or NIHR Research Centre for Patient Safety & Service Quality in all study sites?  
  Yes       No 
If yes and you have selected HRA Approval in question 4 above, your study will be processed through HRA 
Approval.   
  
If yes, and you have not selected HRA Approval in question 4 above, NHS permission for your study will be 
processed through the NIHR Coordinated System for gaining NHS Permission (NIHR CSP).   
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5b. Do you wish to make an application for the study to be considered for NIHR Clinical Research 
Network (CRN) support and inclusion in the NIHR Clinical Research Network (CRN) Portfolio? Please 
see information button for further details.  Yes       No 
If yes, you must complete a NIHR Clinical Research Network (CRN) Portfolio Application Form immediately 
after completing this project filter and before submitting other applications. If you have selected HRA 
Approval in question 4 above your study will be processed through HRA Approval. If not, NHS permission 
for your study will be processed through the NIHR Coordinated System for gaining NHS Permission (NIHR 
CSP).   
  
6. Do you plan to include any participants who are children? 
  Yes       No 
  
7. Do you plan at any stage of the project to undertake intrusive research involving adults 
lacking capacity to consent for themselves?  
  Yes       No 
Answer Yes if you plan to recruit living participants aged 16 or over who lack capacity, or to retain them in 
the study following loss of capacity. Intrusive research means any research with the living requiring consent 
in law. This includes use of identifiable tissue samples or personal information, except where application is 
being made to the Confidentiality Advisory Group to set aside the common law duty of confidentiality in 
England and Wales. Please consult the guidance notes for further information on the legal frameworks for 
research involving adults lacking capacity in the UK.   
  
8. Do you plan to include any participants who are prisoners or young offenders in the custody of 
HM Prison Service or who are offenders supervised by the probation service in England or Wales?  
  Yes       No 
  
  
9. Is the study or any part of it being undertaken as an educational project?  
  Yes       No 
  
  
10. Will this research be financially supported by the United States Department of Health and Human 
Services or any of its divisions, agencies or programs?  
  Yes       No 
  
11. Will identifiable patient data be accessed outside the care team without prior consent at any stage 
of the project (including identification of potential participants)?  
  Yes       No 
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 NOTICE OF SUBSTANTIAL AMENDMENT 
Please use this form to notify the main REC of substantial amendments to all research other than clinical 
trials of investigational medicinal products (CTIMPs).   
The form should be completed by the Chief Investigator using language comprehensible to a lay person.   
  
Details of Chief Investigator:  
 Title   Forename/Initials  Surname 
  
 Professor Thomas  Jamieson CRAIG 
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PostCode SE5 8AF 
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Fax 
  
 
Reducing the frequency and severity of auditory hallucinations:   A 
randomised clinical Full title of study: trial of   a novel Audio-Visual Assisted Therapy Aid for 
Refractory auditory hallucinations (AVATAR therapy) compared to supportive counselling. 
Lead sponsor: King's College London 
Name of REC: London-Hampstead Research Ethics Committee 
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Name of lead R&D office: South London and Maudsley NHS Foundation Trust 
Date study commenced: 06.11.2013 
Protocol reference (if applicable), current 
version Avatar Protocol_v7_19.01.2015 and 
date: 
Amendment number and  
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11/08/2015 date: 
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Type of amendment  
(a) Amendment to information 
previously given in IRAS Yes      No 
If yes, please refer to relevant sections of IRAS in the “summary of changes” below. 
  
(b) Amendment to the protocol 
  Yes       No 
If yes, please submit either the revised protocol with a new version number and date, highlighting 
changes in bold, or a document listing the changes and giving both the previous and revised text.  
  
(c) Amendment to the information sheet(s) and consent form(s) for participants, or to 
any other supporting  
(c) Amendment to the information sheet(s) and consent form(s) for participants, or to any 
other supporting documentation for the study  Yes      No 
If yes, please submit all revised documents with new version numbers and dates, highlighting 
new text in bold. 
  
Is this a modified version of an amendment previously notified and not approved?  
  Yes       No 
  
Summary of changes  
Briefly summarise the main changes proposed in this amendment. Explain the purpose of the 
changes and their significance for the study.  
If this is a modified amendment, please explain how the modifications address the concerns raised 
previously by the ethics committee.  
If the amendment significantly alters the research design or methodology, or could otherwise affect 
the scientific value of the study, supporting scientific information should be given (or enclosed 
separately). Indicate whether or not additional scientific critique has been obtained. 
1. Recent research (Laroi et al., 2012; McCarthy­Jones et al., 2014; Woods et al., 2015) 
suggests that a detailed knowledge of the different features of the voice-hearing experience is 
necessary to ensure firstly   a complete understanding of the experience and secondly to analyse 
their relationship with other aspects of the therapeutic engagement. A number of qualities of the 
voice experience (e.g. whether the voice reflects a past experience, is associated with a sense of a 
'presence' or is thought by the sufferer to have purpose or intention) might plausibly influence the 
participants’ engagement with AVATAR therapy. The research clinicians therefore wish to explore 
these qualitative aspects through an analysis of the audio-recordings from therapy and 
assessment sessions.   
2. Eight to ten 10 participants will be interviewed using photo-elicitation in order to explore 
what participants feel conveys their experiences of voice hearing, visual clues for times when the 
voices have been intense or nice as well as in relation to suicidal thoughts. Photo-elicitation is a 
qualitative technique that uses images to prompt and guide in-depth interviews (Harper, 2002). It   
involves providing study participants with disposable cameras, asking them to take at least 15 
photographs that they believe represents aspects and provokes emotions related to the 
experience of hearing voices and using a discussion of their images to acquire rich verbal data in 
interviews.   Interviews will be conducted with participants who scored positively on the Calgary 
Depression Scale, Question 8 (suicidality question). Participants will be given detailed information 
on why the study is being conducted and informed consent will be obtained. Participants who 
consent to the study will be seen at two time points. First, an initial meetings where disposable 
cameras issued and instructions of how to take photos is given. In the second meeting, an in-depth 
45 minute face to face interview will be conducted after the photographs have been developed.  
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3. Additional information about the use of individual’s avatar creation with people who do not 
experience voices has been added in the patient’s information sheet, for the AVATAR fMRI study.  
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AVATAR Photo Elicitation Patient Infromation Sheet V1 21/04/2015 
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Avatar Protocol V8 20/08/2015 
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Appendix 3: Coding Instructions 
 
Coding Unit  
Each vocal interchange (avatar/Participant/Therapist). 
Levels of Coding 
1: Relating Behaviours – at the relating level, between participant and avatar.  
2: Therapeutic Techniques and Participant Responses – incorporates broader factors 
such as occupation, social functioning etc. These techniques are delivered by the 
therapist/avatar. Participant responses at this level do not form part of the main aims 
of the project and therefore are not included in the main body of this thesis. They are 
however included in Appendix 4. 
Instructions and Considerations  
1) Multiple Codes in one Coding Unit  
Although on occasion one interchange may incorporate numerous instances of 
identified behaviours (e.g., Demands) do not use the same specific micro code 
multiple times. The decision to only use specific code once per interchange is to 
enhance interrater reliability and coding efficiency.   
For example: 
“Just go away. Just go away, leave and never come back. I never want to hear or see 
from you again”. 
The above (composite) quote could be coded Separate - Distance x 4. However, 
following the above instruction, one would code just Separate - Distance x 1.  
In line, although each interchange can potentially have multiple codes, each segment 
of interchange can only have one specific micro code. 
2) Overlap between Levels/Codes – Prioritise Interdependence Codes  
If there is an overlap between Level 1 and level 2 and coder is finding it difficult to 
distinguish between both codes at Level 1 and Level 2 (and it doesn’t seem 
appropriate to code on two levels), rate hierarchically with Level 1 having 
preference. The rationale is that Level 1 captures specifically interpersonal relating 
which is the main aim of study. 
3) Thought Disordered Responses 
If participant response is clearly not related to thread of conversation, perhaps 
characterised by tangibility and/or distractibility, code the entire interchange as 
Thought Disordered Response (104).  
4) Acknowledgment of Change (11) & Changeability (50)  
Acknowledgment of change (11) refers to change at the interpersonal level and may 
include comparison to previous ways of relating. Inevitably there will be some 
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overlap with Changeability (50) and therefore own judgement is needed. To 
distinguish between the two, consider the latter to deal with change at the ‘intra’ 
level and as a result can be conceptualised as a more mentalising type behaviour. As 
the case where codes overlap, consider thread of conversation to facilitate final 
coding decision.  
5) Autonomy asserting: Conflict or Boundary Setting? 
One envisaged difficulty is determining whether interchange is either Autonomy 
Asserting – Conflict (5) or Autonomy Asserting – Boundary Setting (6). To help, it is 
useful to consider that the former relates to more of a ‘defiant’ type of response, 
whereas the latter is taking on individual onus to change relationship (or a ‘moving 
on’) and with this, often there is some reference to self-action. 
 
 
 
 
 
 
 
153 
 
Appendix 4: Participant Coding Data 
 
 
 
 
 
 
 
Macro Code Micro Code Total Frequency (%) 
  Therapy 
Session 1 
Therapy 
Session 4 
Last 
Session 
Controlling 
 
Demand. 12 (1.1%) 10 (.6%) 13 (1.1%) 
Threat (physical). 2 (.2%) - 1 (.1%) 
Threat (psychological). - - - 
Undermine (instil doubt). - - - 
Holding on/reluctance to 
change relationship style. 
- - - 
Abuse/insult/negative 
evaluation of other. 
49 (4.5%) 9 (.6%) 14 (1.1%) 
Autonomy 
Giving 
 
Advice giving. - 18 (1.1%) 15 (1.2%) 
Negotiate/move towards 
emancipation. 
- 2 (.1%) 1 (.1%) 
Concession of power. - - - 
Acknowledgment of 
change. 
- 1 (.1%) - 
Intrigue (express positive 
surprise about change). 
- - 1 (.1%) 
Submissiveness 
 
Speechless/hesitant. 49 (4.5%) 30 (1.9%) 10 (.8%) 
Helpless (inc. reliance on 
others). 
60 (5.5%) 95 (6%) 40 (3.3%) 
Appeasement. 27 (2.5%) 7 (.4%) 2 (.2%) 
Ambivalence of ending 
relationship. 
1 (.1%) 5 (.3%) 14 (1.1%) 
Request advice/guidance. 3 (.3%) 11 (.7%) 3 (.2%) 
Apology. - 3 (.2%) - 
Autonomy 
Asserting 
Downplays 
threat/coping/reduce 
impact. 
29 (2.7%) 17 (1.1%) 21 (1.7%) 
Challenge/dismiss other’s 
assertion. 
163 (15%) 59 (3.8%) 2 (.2%) 
Increase power. 17 (1.6%) 34 (2.2%) 30 (2.4%) 
Self-agency. 75 (6.9%) 69 (4.4%) 22 (1.8%) 
Separate – disaffiliate. 25 (2.3%) 20 (1.3%) 15 (1.2%) 
Separate – distance. 117 (10.8%) 70 (4.5%) 35 (2.9%) 
Ending of relationship. - 
 
13 (.8%) 80 (6.5%) 
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General 
AVATAR 
Therapeutic 
Techniques 
 
Positive statement on 
recovery (voice specific). 
1 (.1%) 19 (1.2%) 17 (1.4%) 
Problem Solving (voice 
specific). 
- 6 (.4%) 26 (2.1%) 
Check in (emotional state, 
distress, coping). ** 
- - - 
Coping with dialogue with 
avatar.* 
69 (6.4%) 19 (1.2%) 15 (1.2%) 
Distressed with dialogue 
with avatar. * 
13 (1.2%) 7 (.4%) 5 (.4%) 
Invites direction of therapy 
and/or to open up 
dialogue. 
- - - 
Participant states direction 
of therapy.* 
28 (2.6%) 54 (3.4%) 25 (2%) 
Participant does not state 
direction of therapy. * 
4 (.4%) 15 (1%) 17 (1.4%) 
Promote 
Assertive 
Responding 
to 
voice/avatar 
Reinforce.** - - - 
Verbatim instruction. ** - - - 
General encouragement 
(inc. advice). ** 
- - - 
Making 
Sense of 
Voices 
 
Links voices to inner 
beliefs. 
- 9 (.6%) 10 (.8%) 
Links voices to past 
adverse experiences 
(including trauma and 
loss). 
1 (.1%) 5 (.3%) 5 (.4%) 
Voices as internally 
generated. 
- 6 (.4%) 8 (.7%) 
Cost of engaging with 
voices (inc. participant 
acknowledgement of 
unhelpful way of engaging 
with voices). 
- 1 (.1%) 10 (.8%) 
 Self-Esteem 
& Self-
agency  
 
Ask about positive 
qualities/Ask what other 
say/ Ask about 
functioning.** 
- - - 
Instil hope (inc. well-
wishing).** 
- - 16 (1.3%) 
Positive Evaluation of 
other. 
- 4 (.3%) 2 (.2%) 
Positive self-evaluation 
(inc. agreement with/what 
others say)*. 
4 (.4%) 126 (8%) 70 (5.7%) 
Positive self-agency (inc. 
socialising)*. 
4 (.4%) 119 (7.6%) 114 (9.3%) 
Participant not convinced 
of positive evaluation 
and/or self-agency*. 
1 (.1%) 43 (2.7%) 31 (2.5%) 
Normalising. ** - - - 
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Note.*Participant only code. **Therapist only code. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CBT 
Techniques 
 
 
Goal setting/Identify goals 
(behavioural specific). 
- 22 (1.4%) 37 (3%) 
Validation/empathy. ** - 1 (.1%) - 
Mentalising 
 
Reflection – self or 
mirroring other’s internal 
world (inc. explanation of 
own/other behaviour). 
7 (.6%) 114 (7.3%) 102 (8.3%) 
Changeability (of one’s 
and/or other’s internal 
world, thoughts, feelings). 
3 (.3%) 15 (1%) 22 (1.8%) 
Holding other in mind. - - - 
Other codes Unable to code. 22 (2%) 77 (4.9%) 56 (4.6%) 
Fillers. 216 (19.9%) 267 (17%) 205 (16.7%) 
Repeat/clarify. 39 (3.6%) 80 (5.1%) 56 (4.6%) 
Technical/practical 
conversation. 
29 (2.7%) 23 (1.5%) 29 (2.4%) 
Inaudible interchange. 11 (1%) 3 (.2%) 6 (.5%) 
Thought disordered 
response. 
7 (.6%) 51 (3.2%) 24 (2%) 
 Total number of codes 1088 1572 1228 
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Appendix 5: Avatar Coding Data 
 
 
 
 
 
 
Macro Code Micro Code Total Frequency (%) 
  Therapy 
Session 1 
Therapy 
Session 4 
Last 
Session 
Controlling 
 
Demand. 34 (5.5%) - - 
Threat (physical). 25 (4%) - 1 (.1%) 
Threat (psychological). 30 (4.8%) 4 (.3%) - 
Undermine (instil doubt). 62 (10%) 29 (2.1%) - 
Holding on/reluctance to 
change relationship style. 
67 (10.8%) 18 (1.3%) 8 (.7%) 
Abuse/insult/negative 
evaluation of other. 
161 (25.9%) 14 (1%) - 
Autonomy 
Giving 
 
Advice giving. - 41 (2.9%) 31 (2.7%) 
Negotiate/move towards 
emancipation. 
58 (9.3%) 129 (9.2%) 63 (5.6%) 
Concession of power. 6 (1%) 85 (6%) 73 (6.4%) 
Acknowledgment of 
change. 
29 (4.7%) 52 (3.7%) 44 (3.9%) 
Intrigue (express positive 
surprise about change). 
68 (11%) 41 (2.9%) 8 (.7%) 
Submissiveness 
 
Speechless/hesitant. 1 (.2%) 1 (.1%) 1 (.1%) 
Helpless (inc. reliance on 
others). 
1 (.2%) - 1 (.1%) 
Appeasement. - 2 (.1%) 4 (.4%) 
Ambivalence of ending 
relationship. 
- - 3 (.3%) 
Request advice/guidance. 1 (.2%) 15 (1.1%) 10 (.9%) 
Apology. - 34 (2.4%) 19 (1.7%) 
Autonomy 
Asserting 
Downplays 
threat/coping/reduce 
impact. 
- -  
Challenge/dismiss other’s 
assertion. 
- -  
Increase power. - -  
Self-agency. - - - 
Separate – disaffiliate. - 1 (.1%) - 
Separate – distance. 2 (.3%) 2 (.1%) - 
Ending of relationship. - 11 (.8%) 69 (6.1%) 
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General 
AVATAR 
Therapeutic 
Techniques 
 
Positive statement on 
recovery (voice specific). 
- 9 (.6%) 18 (1.6%) 
Problem Solving (voice 
specific). 
- 18 (1.3%) 36 (3.2%) 
Check in (emotional state, 
distress, coping). ** 
- 2 (.1%) 2 (.2%) 
Coping with dialogue with 
avatar.* 
- - - 
Distressed with dialogue 
with avatar. * 
- - - 
Invites direction of 
Therapy and/or to open up 
dialogue. 
6 (1%) 42 (3%) 33 (2.9%) 
Participant states direction 
of therapy.* 
- - - 
Participant does not state 
direction of therapy. * 
- - - 
Promote 
Assertive 
Responding 
to voice/ 
avatar 
Reinforce.** 1 (.2%) - - 
Verbatim instruction. ** - - - 
General encouragement 
(inc. advice). ** 
- - - 
Making 
Sense of 
Voices 
 
Links voices to inner 
beliefs. 
4 (.6%) 28 (2%) 21 (1.9%) 
Links voices to past 
adverse experiences 
(including trauma and 
loss). 
- 10 (.7%) 7 (.6%) 
Voices as internally 
generated. 
- 6 (.4%) 7 (.6%) 
Cost of engaging with 
voices (inc. participant 
acknowledgement of 
unhelpful way of engaging 
with voices). 
2 (.3%) 6 (.4%) 1 (.1%) 
Self-Esteem 
& Self-
Agency 
 
Ask about positive 
qualities/Ask what other 
say/ Ask about 
functioning.** 
7 (1.1%) 186 (13.2%) 93 (8.2%) 
Instil hope (inc. well-
wishing).** 
- 32 (2.3%) 76 (6.7%) 
Positive Evaluation of 
other. 
- 112 (8%) 127 (11.2%) 
Positive self-evaluation 
(inc. agreement with/what 
others say)*. 
-  - 
Positive self-agency (inc. 
socialising).* 
- - - 
Participant not convinced 
of positive evaluation 
and/or self-agency*. 
- - - 
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Note.*Participant only code. **Therapist only code. 
 
 
 
CBT 
Techniques 
 
 
Normalising. ** - 7 (.5%) 3 (.3%) 
Goal setting/Identify goals 
(behavioural specific). 
- 28 (2%) 38 (3.3%) 
Validation/empathy. ** - 32 (2.3%) 15 (1.3%) 
Mentalising 
 
Reflection – self or 
mirroring other’s internal 
world (inc. explanation of 
own/other behaviour). 
7 (1.1%) 146 (10.4%) 115 (10.1%) 
Changeability (of one’s 
and/or other’s internal 
world, thoughts, feelings). 
6 (1%) 59 (4.2%) 45 (4%) 
Holding other in mind. 6 (1%) 7 (.5%) 11 (1%) 
Other codes Unable to code. 3 (.5%) 50 (3.6%) 38 (3.3) 
Fillers. 6 (1%) 66 (4.7%) 52 (4.6%) 
Repeat/clarify. 18 (2.9%) 70 (5%) 51 (4.5%) 
Technical/practical 
conversation. 
3 (.5%) 5 (.4%) 7 (.6%) 
Inaudible interchange. 7 (1.1%) 6 (.4%) 4 (.4%) 
Thought disordered 
response. 
-   
 Total number of codes 621 1406 1135 
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Appendix 6: Therapist Coding Data 
Macro Code Micro Code Total Frequency (%) 
  Therapy 
Session 1 
Therapy 
Session 4 
Therapy 
Session Last 
General 
AVATAR 
Therapeutic 
Techniques 
 
Positive statement on 
recovery (voice specific). 
3 (.5%) - - 
Problem Solving (voice 
specific). 
- - - 
Check in (emotional state, 
distress, coping). ** 
88 (15%) 26 (10.9%) 24 (14.6%) 
Coping with dialogue with 
avatar.* 
- -  
Distressed with dialogue 
with avatar. * 
- -  
Invites direction of 
Therapy and/or to open up 
dialogue. 
31 (5.1%) 26 (10.9%) 19 (11.6%) 
Participant states direction 
of therapy.* 
- - - 
Participant does not state 
direction of therapy. * 
- - - 
Promote 
Assertive 
Responding 
to voice/ 
avatar 
Reinforce.** 183 (30.2%) 38 (15.9%) 14 (8.5%) 
Verbatim instruction. ** 99 (16.4%) 26 (10.9%) 12 (7.3%) 
General encouragement 
(inc. advice). ** 
84 (13.9%) 36 (15.1%) 27 (16.5%) 
Making 
Sense of 
Voices 
 
Links voices to inner 
beliefs. 
- 1 (.4%) - 
Links voices to past 
adverse experiences 
(including trauma and 
loss). 
1 (.2%) - - 
Voices as internally 
generated. 
- - - 
Cost of engaging with 
voices (inc. participant 
acknowledgement of 
unhelpful way of engaging 
with voices). 
5 (.8%) 3 (1.3%) 11 (6.7%) 
Promote 
Self-Esteem 
& Self-
Agency 
 
Ask about positive 
qualities/Ask what other 
say/ Ask about 
functioning.** 
- - 3 (1.8%) 
Instil hope (inc. well-
wishing).** 
- - - 
Positive Evaluation of 
other. 
- - - 
Positive self-evaluation 
(inc. agreement with/what 
others say)*. 
- - - 
160 
 
Note.*Participant only code. **Therapist only code. 
 
 
 
 
 
 
 
 
Positive self-agency (inc. 
socialising)*. 
- - - 
Participant not convinced 
of positive evaluation 
and/or self-agency*. 
- - - 
CBT 
Techniques 
 
 
Normalising. ** 3 (.5%) - - 
Goal setting/Identify goals 
(behavioural specific). 
- - - 
Validation/empathy. ** 7 (1.2%) 3 (1.3%) - 
Mentalising 
 
Reflection – self or 
mirroring other’s internal 
world (inc. explanation of 
own/other behaviour). 
5 (.8%) 14 (5.9%) 1 (.6%) 
Changeability (of one’s 
and/or other’s internal 
world, thoughts, feelings). 
1 (.2%) 3 (1.3%) - 
Holding other in mind. - - - 
Other codes Unable to code. 5 (.8%) - - 
Fillers. 36 (6%) 27 (11.3%) 14 (8.5%) 
Repeat/clarify. 9 (1.5%) 4 (1.7%) 2 (1.2%) 
Technical/practical 
conversation. 
41 (6.8%) 32 (13.4%) 37 (22.6%) 
Inaudible interchange. 1 (.2%) - - 
Thought disordered 
response. 
- - - 
 Total number of codes 605 239 164 
